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‘New Mayo Clinic Volume 


This new book helps you keep up with the dynamic advances 
in medicine and surgery made during the past year at the 
Mayo Clinic and the Mayo Foundation. This 48th volume in 
the series brings you scores of articles on new diagnostic 
methods, new treatments and new surgical techniques. Every 
part of the body is considered in this regional presentation. 


An entire section is devoted to Physical Medicine and Re- 
habilitation including such topics as: 


® Therapeutic Exercises in Management of Paralysis Agitans 

® Further Studies in the Treatment of Lymphedema 

® Physical Therapeutic Methods in Anorectal Disease 

® Emotional Aspects of Chronic Physical Disability 

® Experimental Studies Relative to the Therapeutic Use of 
Ultrasound 


You can count on the Mayo Volume being up-to-date, prac- 
tical and authoritative. The developments described have all 
come along in the past year. The methods and techniques 
have been proven in practice and are based on the thou- 
sands of cases seen each year at the clinic. 


Some of the articles in this year’s volume of vital interest 
are: Hemorrhage as a Complication of Gastroenterostomy— 
Hypnosis in Obstetrics—Usefulness of Various Modern Tests 
of the Thyroid—Long-Term Anticoagulant Therapy—Diag- 
nosis and Office Treatment of Sinusitis—The Shoulder-Arm 
Syndrome: Diagnosis and Treatment—Rupture of Muscles 
and Tendons—etc. 

Collected Papers of the Mayo Clinic and Mayo Foundation (Volume 48). By 


the Staff of the Mayo Clinic and Mayo Foundation. 778 pages, 6”x9”, 211 
illustrations. $12.50. New! 


HANDY SAUNDERS ORDER FORM ON PAGE 85 ————> 
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DEAR DOCTOR: 


Here’s why 
no other kind of laxative 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus 
exerting a soft, gentle pressure initiating the 
proper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to 
stimulate intestinal overactivity—the condi- 
tion that often causes griping and cramping. 


SAL HEPATICA is fast acting 


Sav HEPAtIca gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- 
ally within the hour. 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. 


Sau Hepatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


‘is gentler, yet so fast acting 


Sal 
patica 


A GENTLE, SPEEDY 
Antacid Laxative 


EFFERVESCENT SALINE 


SRISTOLMYERS CO 
NEW YORK 


mane 


CATHARTIC 


stomach.’? 


reducing the gastric acidity. 


SAL HEPATICA has a sound pharmacologic basis. 
It is both effervescent and antacid. 
“The emptying time of the stomach is actually shortened by 
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“Effervescent mixtures decrease the emptying time of the 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80 (July 18) 1946. 


Bristol-Myers Co. + 19 West 50 Street « New York 20, N. Y. 
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3 to Tl itt! be a Chest Film’... 


You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work with a 

Picker “Anatomatic” x-ray control. It automatically 

integrates and sets up the whole complex of correct 

exposure factors for individual parts of individual patients. *National hospital surveys indicate that 
33% of all roentgen examinations are 


You need no charts, make no calculations. chest films. Next in number are all ex- 
tremities, averaging 10%. 


_here’s all you do... 


| dial the bodypart 2 set its thickness 3 take it! 
this chest station is one of to the measured thickness that’s all 
22 bodypart stations of the part 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 

about this remarkable x-ray machine 

...or write Picker X-Ray Corporation, 

25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fluoroscopic /radiographic unit 


Vo. 56, Jury 1957 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 


2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 


3. The author’s degrees and teaching affiliations should 
be given. 


4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 


2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 


3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 


4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 


5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 


6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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rheumatoid arthritis 
METICORTELONE 


prednisolone 


...fapidly reduces swelling, tenderness and pain on motion 


... overcomes disabling muscle spasm 


...Maintains therapeutic benefits by minimizing the sodium retention, 
edema and potassium loss associated with older corticosteroids 


Seleting 


ML-3-S87 


buff-colored tablets of 1, 2.5 and 5 mg. 


| 
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LANTEEN’ EXQUISET 


for natural acceptance of your prescribed contraceptive regimen * fulfills your patient’s natural wish that 
her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. tube of Lanteen spermicidal 
jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring diaphragm; newly designed Easy-Clean 
applicator; universal inserter — all fitted into a stylish, soft plastic purse. 

Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a tragacanth base. Lanteen jelly 


and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 
20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company 
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not necessarily... 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes ... Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


invitation to asthma? 


for 4 full hours ... Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Tedral provides: 
Ephedrine HCl] ....... 98 
in boxes of 24,120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 


Vor. 56, 1957 
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you know what they need for comprehensive vitamin protection 


delicious orange-flavored teaspoon dosage small easy-to-swallow capsules of 10 nutri- 
of 10 nutritionally significant vitamins tionally significant vitamins 

assured stability, including B,. potency assured 

- non-sticky, free flowing - inviting red color 

- no refrigeration required - store anywhere 

* pouring lip bottles of 4, 8 and 16 oz. . bottles of 30 and 100 


These three Deca Family Products have the same basic formulation and the same 
standard of comprehensive protection. The basic family name Deca is easy to 
remember and simplifies specification during the vital first decade. 

MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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I felt dizzy...” 


Look out for the “little” strokes resulting 
from abnormal capillary fragility. Many 
cerebral accidents may be avoided if ade- 
quate amounts of capillary protective fac- 
tors—hesperidin complex and ascorbic acid— 
are provided. 


The true character of the “little” strokes lies 
in their elusiveness—a sudden dizzy spell, 
temporary numbness of a hand, bizarre feel- 
ing of pain, or subtle personality change. 
Such symptoms are typical of little strokes 
and usually pass quickly, but they are likely 
to recur.?»8 


Early recognition can gain vital therapeutic 
time. Hesper-C provides hesperidin complex 
and vitamin C essential for the protection of 
the capillaries to prevent further damage. 


1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference on 
Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 


200 mg. 
hesperidin complex 
200 meg. 
ascorbic acid 


Hesper- 


Available: As capsules—and NEW Hesper-C Liquid for your 
geriatric patients. Provides: 100 mg. hesperidin complex plus 
100 mg. ascorbic acid per capsule or teaspoonful (5 ml.) of 
syrup. B 6 capsules or teaspoonfuls daily, or more. No toxicity 
or untoward effects have ever been reported even with massive 
doses. 


Products 


of Original =<“ THE NATIONAL DRUG COMPANY 


Research Philadelphia 44, Pa. 
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TAKES THE GUESSWORK OUT OF THYROID REPLACEMENT THERAPY 


TRIONINE—A NEW METABOLIC ACCELERATOR 


8 Journar A.O.A. 
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dl-triiodothyronine 


‘ROCHE? 


TRIONINE ‘Roche’ is pure, syn- 
thetic triiodothyronine, the ulti- 
mately active decomposition prod- 
uct of thyroglobulin as elaborated 
by the thyroid gland. 


Rapid effect — Unlike desiccated 
thyroid, thyroglobulin, or thy- 
roxin, TRIONINE’s metabolic effects 
become clinically evident within 
24 to 72 hours. In borderline or 
doubtful cases, it may thus be used 
diagnostically by clinical trial. 


Rapid elimination — On with- 
drawal, TRIONINE’s effects are dis- 
sipated with equal rapidity. Symp- 
toms of toxicity due to overdosage 
thus become a relatively minor 
problem. 


Constant, predictable response— 
TRIONINE is a pure crystalline 
chemical of unvarying composi- 
tion. Constant response from a 
given dose is assured. 


May be effective where thyroid fails 
Certain individuals may fail ade- 
quately to convert thyroglobulin 
to thyroxin at the circulatory level, 
or thyroxin to triiodothyronine at 
the cellular level. Hence the anom- 
aly of a subnormal BMR or other 
sign of depressed metabolism, 
despite apparently adequate thy- 
roid function or adequate dosage 
of exogenous thyroid extract. 


In such cases, TRIONINE Often 
succeeds dramatically where thy- 
roid conjugates fail. 


Indications — TRIONINE is indi- 
cated wherever thyroid, U.S.P. is 
indicated. 

Because of its exceptionally 
rapid onset of action, TRIONINE is 
especially useful in cases in which 
the BMR, PBI and I" uptake 
approximate normal limits, but in 
which overt signs and subjective 
complaints suggest “subclinical 
hypothyroidism”. Such cases are 
characterized variously by listless- 
ness, reduced vitality, chronic 
fatigue, sensitivity to cold, con- 
stipation, overweight, decreased 
mental alertness, mood depression, 
muscular aches, decreased libido, 
impotency, etc. 

TRIONINE is also highly effec- 
tive in the classical frank hypo- 
thyroid states including myxedema 
and cretinism, as well as male and 
female infertility, functional men- 
strual disorders, hypogonadism, 
obesity, and skin disorders asso- 
ciated with inadequate thyroid 
activity. 


Dosage — Fifty micrograms of 
TRIONINE are approximately equal 
in calorigenic activity to 12 grains 
desiccated thyroid, U.S.P. 
Average dosage of TRIONINE 
in most patients is 50 to 100 


HOFFMANN-LA ROCHE ING = NUTLEY = NEW JERSEY 
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FOR THE TREATMENT OF 
HYPOMETABOLIC STATES RESULTING 
FROM (1) DEFICIENT FUNCTION 

OF THE THYROID OR (2) FAULTY 
UTILIZATION OF THYROXIN AT THE 
CELLULAR (END-ORGAN) LEVEL. 


micrograms daily. In patients with 
cardiac disease or pituitary myxe- 
dema, and in the elderly, the initial 
dose should be 5 micrograms, in- 
creased by increments of 10 to 25 
micrograms every 48 to 72 hours 
or as tolerated. 


Caution —The initiation of thy- 
roid replacement therapy with the 
newer and more potent compounds 
requires caution and close medical 
supervision, especially in the elder- 
ly or in patients with heart disease. 

Such symptoms as tachycardia, 
excitability, muscle cramps, exces- 
sive sweating and too rapid weight 
loss indicate that the required 
dosage has been exceeded. If these 
signs occur, therapy should be in- 
terrupted until they disappear and 
then resumed at a lower level. Side 
effects with TRIONINE are fleeting, 
and when treatment is discontin- 
ued, return to a pretreatment 
status is rapid. 


How supplied 

Tablets, 5mcg, (green)... 
Bottles of 100 and 1000 

Tablets, 25 mcg, scored (yellow)... 
Bottles of 100 and 1000 

Tablets, 50 mcg, scored (pink)... 
Bottles of 100 and 1000 

The strength of TRIONINE tab- 
lets is expressed in terms of the 
levo-triiodothyronine content. 
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DOXINATE with DANTHRON 


The synergistic action of fecal softening and laxation permits reduced dosage of both 
Doxinate and Danthron—once-a-day dosage for soft stools gently stimulated to 
evacuation. 


DOXINATE 240 mg. 


One yellow transparent capsule once daily meets the therapeutic needs of patients 
with common constipation—and with safety, economy and convenience. 


DOXINATE GO mg. 


One green transparent capsule once daily for older children. 


DOXINATE SOLUTION 5% 


/ For infants and children under 6 years, 1 cc. or 2 cc. once daily added to formula, milk 
( or orange juice corrects childhood constipation without ‘‘dose dramatics.”’ 


| 
LLOYD BROTHERS, INC., /n the /nterest of Medicine Since 1870 
| Cincinnati, Ohio 


Journat A.O.A. 
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=or your entire “family” of patients... — 
THE DOXINATE FAMILY. 
Answers every constipationneed 3 | 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


Best first step when more potent drugs are needed 


Vot. 56, Juty 1957 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 

Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 


‘medication in all grades and types 


of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 

Rauwiloid + Veriloid® 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg.Veri- 


loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 144 
tablet q.i.d. 
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Activated Assimilation of Ircn 


“Our results... have been so striking... dramatic... rapid.’ 


more rapid and constant hemoglobin rise 


With no evidence of toxicity.''2 


Now 
Mol-lron with Vitamin C 


*Better tolerated Mol-Iron is now available with vitamin C (75 mg. 
per tablet), because ascorbic acid has been shown to promote 
increased absorption of orally administered iron. 


Dosage: Adults—2 tablets t.i.d. after meals. 
Children—6 to 12 years—! tablet t.i.d. after meals. 


Supplied: Bottles of 100 only. 


Journat A.O.A. 
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Well-tolerated—even by patients with a history 
of iron intolerance.* 4 


More rapid maximal hemoglobin response 
is _. shortens the period of treatment usually necessary 
with other preparations. 


Outstanding efficacy and tolerance is attested 
by more original investigations and clinical evalu- 
ations'“ than have been reported for any other 
iron preparation. 


ALSO AVAILABLE AS LIQUID AND DROPS 


REFERENCES: 
. Dieckmann, W.J., and Priddle, H.D.: Am. J. Obst. & Gynec. 
57:541, 1949. 


. Mercer, J.P., and Zann, G.J.: Report on unpublished data. 
. Neary, E.R.: Am. J. Med. Sc. 212:76, 1946, 
. Kelly, H.T.: Penn. M.J. 51:999, 1948. 
. Chesley, R.F., and Annitto, J.E.: Bull. Marg. Hague Mat. Hosp. 
1:68, 1948. 
. Forman, J.B.: Connecticut M.J. 14:930, 1950. 
. Healy, J.C.: J. Lancet 66:218, 1946. 
. Lund, C.J.: Am. J. Obst. & Gynec. 62:947, 1951. 
. Contemporary Progress: M. Times 74:344 (Dec.) 1946. 
. Briscoe, C.C.: Am. J. Obst. & Gynec. 63:99, 1952. 
. Cox, K.D.: Postgrad. Med. 11-219, 1952. 
. Tuttle, A.H., and Etteldorf, J.N.: J. Ped. 41:170, 1952. 
. Dieckmann, W.J., et al.: Am. J. Obst. & Gynec. 59:442, 1950. 
. Talso, P.J.: J. Insurance Med. 4:31, 1948-49. 
. Coleman D.H., Stevens, H.R., Jr., and Finch, A.C.: Blood, 
10:567. 1955, 
Dosage: Adults—2 tablets t.i.d. after meals. 
Children—6 to 12 years—! tablet t.i.d. after meals. 
Supplied: Tablets in bottles of 100. Liquid in bottles of 12 fluid oz. 
Drops in bottles of 15 and 50 cc. with calibrated dropper. 
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“,.a calmative effect...superior to anything we 
had previously seen with the new drugs.’’* 


true calmative 


nostyn 


Ectylurea, AMES 


the power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


NOsTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation « does 
not increase gastric acidity or motility « unusually wide margin of safety 
—no significant side effects 


dosage: 150-300 mg. ('% to | tablet) three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48 and 500. 
*Ferguson, J. T., and Linn, F V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


/\ AMES COMPANY, INC : ELKHART, INDIANA 25057 
AMES COMPANY OF CANADA, LTD., TORONTO 


Journat A.O.A. 


for relief of daily tensions.. 


Balanced combination of three 


ne 


fou HAY FEVER, 


COLDS, 
SINUSITIS 


NASAL SPRAY 


20 cc. 


for nasal congestion ¢ to 


either allergic or infectious causes.” 
$.J.: Pediat. Clin. North America 1:975, Nov., 1954. 


Acts within seconds -decongestion Casts for hours 


e NO IRRITATION, SEDATION, EXCITATION 


proved intranasal medications — 


N eo-Synephrine® HCl, 0.5% 
—dependable vasoconstrictor 
and decongestant 


T henfadil® HCI, 0.1% The NTZ plastic squeeze Rapidly Effective 
bottle is pocket size, Prélongs d Relief 


e SANITARY, CONVENIENT, EFFECTIVE 


5 —potent fopical antihistaminic unbreakable and leakproof — 
a tine, even mist. 
Z ephiran® Cl, 1:5000 
—antibacterial wetting agent 


and preservative 


NIZ permits the patient to breathe again, 
promoting aeration and proper sinus drainage. There 
is usually no congestive rebound — virtually no side effects. 


Patients. may use it repeatedly without loss of — 


NEW YORK 18. N.Y. 
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the logical 
combination for 


antibacterial 
what is it? 


therapy the phosphate complex of tetracycline 


and 
FOR INITIAL ANTIBIOTIC BLOOD LEVELS 


antifungal FASTER AND HIGHER THAN EVER BEFORE 


antifungal activity of Mycostatin 


FOR ADDED PROTECTION AGAINST 
MONILIAL SUPERINFECTION 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 


prophylaxis 


why should you prescribe it? 


Because it provides highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 
protects your patients against the monilial 


overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


capsules 


(tetracycline phosphate complex equivalent to 250 mg. 
tetracycline hydrochloride, and 250,000 units Mycostatin): 
Bottles of 16 and 100. 


new...suspension 


(cherry-flavored oil suspension containing tetracycline phos- 
phate complex equivalent to 125 mg. tetracycline hydro- 
chloride, and 125,000 units Mycostatin, per 5 cc.): 2-ounce 
bottles. 


SQUIBB Squibb Quality—the Priceless Ingredient 


*MYSTECLIN'®, AND ‘MYCOSTATIN'® ARE SQUIBB TRADEMARKS 


Journat A.O.A. 
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for the early Victorian infant... 


Glazed feeding bottle from England. 


today. for milk-sensitive patients... 


THE MEAD JOHNSON FORMULA PRODUCTS FAMILY FOR EVERY INFANT FEEDING NEED 
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When you prescribe Sobee, you will be pleased to note 
how well both eczema and gastrointestinal allergic symp- 
toms, such as colic, are relieved. This hypoallergenic 
formula is particularly well tolerated. It has an appetiz- 
ing “milk-like” color...and a pleasant bland taste that 
babies readily accept. It’s so easy for mother, too. No 
extra carbohydrate is needed. Both Sobee Liquid and 
the new “‘instant”’ Powder require only water to provide 
balanced feedings. New Sobee Powder is particularly 
convenient when single feedings are needed, as on a 
trip or when refrigeration is not available. 


For patients allergic to any intact protein, Nutramigen® 
provides a balanced hypoallergenic formula supplying 
protein in “predigested” (hydrolyzed) form. 


you have the convenience of ready-to-use Sobee: 
liquid 
and 
instant’’ powder 


new ‘ 


LACTUM® OLAC® DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® 
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for the 500 B. o infant. . « Unglazed pottery feeding vessel. 


today, for routine infant feeding... 


have th onventence of ready-to-use Lactum: 


liquid and “instant” powder 


Busy mothers appreciate it when you prescribe Lactum 
—the ready-prepared milk and Dextri-Maitose formula. 
Mixing is easy with either Liquid or Powder. The basic 
dilutions are easy to remember. With Lactum Liquid, 
the mother just adds 1 part Lactum to 1 part water for 
a formula of 20 calories per fluid ounce. 


Lactum-fed babies are sturdy, happy babies. Lactum 
gives your patients the time-tested nutritional values of 
widely used milk and carbohydrate formulas. Homog- 
enization and practically-zero curd tension provide uni- 
form digestibility. 
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for the Indian infant . + Arizona Indian pottery feeding bottle. 


today, for routine infant feeding... 


you have the convenience of ready-to-use Olac 


liquid and “instant” powder 


When Olac is your choice, you give your patients a 
digestible formula specially processed from non-fat 
milk, a highly refined vegetable oil and Dextri-Maltose. 
Mothers like the ease with which either Liquid or 
Powder mixes with water to make a smooth formula. 
Freedom from disagreeable regurgitation after-smell is 


appreciated, too. 


Since Olac is exceptionally generous in body-building 
protein, it meets the nutritional needs of premature 
infants as well as providing a nourishing formula for 


routine use. 


LACTUM® OLAC® DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® 
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fe or the Tudor infe Qnt... Unglazed pottery feeding bottle. 


today, for milk modification...you have the convenience of 


the professional carbohydrate modifier 


Dextri-Maltose’ 


powder 


When you prescribe milk and Dextri-Maltose formulas, 
you give mothers the benefits of a dried carbohydrate 
modifier easy to measure and use. There’s no messy 
stickiness or waste. Continually improved processing 
technics have made today’s Dextri-Maltose almost 
instantly soluble in water, to mix evenly and smoothly 
with milk. Mothers appreciate the tight-closing cans. 


Now, as through the years, Dextri-Maltose gives you a 
professional carbohydrate modifier—for use exclusively 
in infant formulas—to meet your highest standards. 
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for the 1800 infant . « » English pewter pap spoon. 


today, for therapeutic nutrition in chronic digestive disorders... 


you have the convenience of ready-to-use 


Probana’ 


powder 


Probana can help you ease the time-consuming prob- 
lems encountered in feeding patients with celiac disor- 
ders, including pancreatic fibrosis...also infants with 
chronic diarrheas and other stubborn digestive disturb- 
ances. A ready-prepared well-tolerated formula made 
from protein milk, hydrolyzed casein, banana powder 
and dextrose, Probana Powder needs only added water. 


Physicians have reported gratifying response to this 
therapeutic formula...in tolerance and in improvement 
of nutritional status and well-being. 


LACTUM® OLAC® DEXTRI-MALTOSE® SOBEE® NUTRAMIGEN® PROBANA® ix 
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THE MEAD JOHNSON FORMULA PRODUCTS FAMILY FOR EVERY INFANT FEEDING NEED 


for routine infant feeding 


Lactum Infant feeding experience for the past 50 years pro- 
liquid + powder vides the background for the Mead Johnson Formula 
Products Family. Today, you can meet your feeding 


milk and Dextri-Maltose formula needs for both well and sick babies with convenient 
Mead Johnson formulas. Each product provides an 
authoritative formulation, and is manufactured with 


Se Se meticulous care to meet the highest standards of 
nutritional and pharmaceutical excellence. 


Olac 


liquid + powder 


non-fat milk, refined vegetable 
oil and Dextri-Maltose formula 
for allergic infants 9 


Dextri- 
Maltose 


powder 


Sobee Nutramigen 


liquid + powder powder 


carbohydrate modifier balanced soya formula ydrolyzed casein, 


Dextri-Maltose, arrowroot 
starch and corn oil formula 


for chronic digestive disorders p Probana 


powder 


formula of protein milk, hydrolyzed 
casein, banana powder and dextrose 


MEAD JOHNSON 
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notably safe 
notably 

meprobamate 
4 under U.S. Pat. No. 2.724.720 
2 


NEW 

200-mg. 
SHIELD- 
SHAPED 
TABLET 


...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient’s appetite— 


SYNDROX 


helps to make life look tatnen. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


McNE IL} LABORATORIES, INC. + PHILADELPHIA 32, PA. 
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for anxiety 


and tension in 


everyday practice 


well suited for prolonged therapy 
@ well tolerated, relatively nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 

@ chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


@ orally effective within 30 minutes for a period of 6 hours 


For treatment of anxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 


WALLACE LABORATORIES 
New Brunswick, N. J. 


SUPPLIED: 400 mg. scored tablets—200 mg. sugar-coated tablets 
USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and samples available on request 
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DOCTORS ARE HAVING 
BIG FAMILIES TOO—planned big 


amilies of five children have increased 
more than 80 per cent during the past 
14 years. Twenty per cent of married women from 25 to 29 


years old had a new baby in 1954-55.1 Many of them are wives 
of professional men whose families have grown about three 
times as fast in the last 15 years as non-professional families. 


Educated want big families —A sutvey recently completed 
among 29,494 graduates of 178 colleges shows that the men of 
the class of ’45 have families averaging 70% larger than the 
men of the class of ’36 in the ten years after graduation.’ When 
their wives ask advice on family spacing, they want to be sure 
that the method you recommend really gives them protection. 


The most reliable method for women of high parity — Clini- 
cal studies, surveys of large urban groups, and records of par- 
enthood clinics show that the diaphragm-jelly technique pro- 
vides the highest degree of protection. It is the preferred method 
for women of high parity and reduces “‘the likelihood of con- 
ception by at least 98 per cent.”* Parnanen reports that only 3 
unplanned pregnancies occurred in more than 1,000 patients 
fitted with diaphragms since 1946.5 


Comfort, confidence and acceptability — With RAMSES® 
Diaphragm and Jelly, physicians combine comfort for their 
patients with the peace of mind that follows use of this de- 
pendable technique. The RAMSES Diaphragm — soft, smooth 
and with cushioned coil spring — guards against irritation. Its 
flexibility in all planes allows utmost freedom of movement. 
RAMSES Jelly* quickly immobilizes sperm. It is called the 
“ten-hour jelly” because it stays effective that long. 


Your patients feel confident that they have received sound ad- 
vice from you when you prescribe RAMSES Diaphragm and 
Jelly. For more than 30 years physicians have relied on RAMSES 
protection to help young wives plan their families. 


Attractive — Women like this handy 
RAMSES ‘‘TUK-A-WAY’’® Kit 
#701. Diaphragm sizes range from 50 
to 95 mm. Matching introducer in 
each kit. RAMSES Jelly in a 3 oz. 
tube. Additional jelly separately in 3 
and 5 oz. tubes. At all pharmacies. 

References: 1. Statist. Bull. Metrop. Life 
Insur. Co., vol. 37 (Oct.) 1956. 2. Kiser, 
C. V.: Milbank Mem. Fund Quart. 33: 393 
(Oct.) 1955. 3. College Study Report: Pop- 
ulation Bull. 11:45 (June) 1955. 4. Tietze, 
C.: Proc. 3rd Internat. Conf. Planned _ 
enthood, 1953. 5. Parnanen, P. O.: n. 
chir. et gynaec. Fenniae Suppl. 43: 315, 1954; 


JULIUS SCHMID, Inc. 
423 West 55th Street, New York 19, N.Y. 
*Active agent, dodecaethyleneglycol mono- 


laurate 5%, in a base of long-lasting barrier 
effectiveness. 


RAMSES and “‘TUK-A-WAY”’ are registered trade- 
marks of Julius Schmid, Inc. 
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Zoxazolamine* 


consistently effective 
in low back pain 


“...Of 90 patients with low back pain and other muscular conditions... 
67 (74 per cent) showed a good response... .’” 


“...17 of...20 patients with post-traumatic muscle spasm of the low 
back had excellent or good responses.” 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.”? 


Bibliography 


(1) Johnson, H. J., Jr.: To be published. (2) Wallace, S. L.: To be published. (3) Settel, E.: 
Am. Pract. & Digest Treat. 8:443, 1957. 


How Supplied 


Pink, Enteric Coated tablets (250 mg.), bottles of 36. 
Yellow, scored tablets (250 mg.), bottles of 50. 


*U.S. Patent Pending 


[ Mc N E | L} Laboratories, Inc. 


Philadelphia 32, Pa. 


11057 
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specifically for reduction of overweight 


(brand of phenmetrazine hydrochloride) 


highly effective and safe appetite suppressant...’ 


Based on clinical reports, PRELUDIN produces more than twice the weight loss 
achieved by patients receiving a placebo.? It is singularly free of tendency to 
produce serious side actions, as well as stimulation.'* PRELUDIN imparts a 
feeling of well-being that encourages the patient to cooperate willingly in 
treatment.'3 

The reduced incidence of side actions with PRELUDIN makes losing weight more 


comfortable for the average patient, facilitates treatment of the complicated 
case and frequently permits its use where other anorexiants are not tolerated. 


Recommended Dosage: One tablet two to three times daily one hour before 
meals. Occasionally smaller dosage suffices. On theoretical grounds, PRELUDIN 
should not be given to patients with severe hypertension, thyrotoxicosis or 
acute coronary disease. 


(1) Holt, J. O. S., Jr. Dallas Med. J. 42:497, 1956. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: 
Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. 


Pretupin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


E G Ardsley, New York 77887 
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Oatmeal 


h d One of the distinguishing characteristics of oats 
Car bo y T ate is its relatively lower content of carbohydrate and 

its higher content of protein, when compared with 
other whole-grain cereals.! An important feature of 


the carbohydrate of oatmeal is its mode of utiliza- 
tion by the body. 


Because it consists mainly of slowly available 
polysaccharides with relatively minor amounts of 
dextrins and simple sugars, the carbohydrate of oat- 
meal does not tend to cause a sudden, sharp in- 
crease in blood sugar. Instead, the complex carbo- 
hydrate molecules gradually release glucose into the 
blood stream and thus provide energy on a more 
sustained basis. Oatmeal is therefore logically rec- 
ommended as an excellent breakfast dish for dia- 
betics.? 


The carbohydrate content of oats is almost com- 
pletely digested and utilized. Cellulose, or cellulose- 
like material, representing only about 2 per cent of 
rolled oats in the dry form, provides a gelatinous 
residue which serves advantageously as nonirritant 
bulk in the lower intestine. 


Whether eaten for therapeutic reasons during ill- 
ness or for a good sturdy breakfast every day, oat- 
meal and milk (skim or whole) assures high biologic 
Quaker Oats and Mother’s Oats, the quality protein, vitamins, and essential minerals, in 
two brands of oatmeal offered by The addition to ease of nutritional utilization. 

Quaker Oats Company, are identical. 
Both brands are available in the Quick 
(cooks in one minute) and the Old- 


1. Kent-Jones, D.W.: Modern Cereal Chemistry, ed. 3, The North- 
ern Publishing Co., Liverpool (1939). 

2 es F 2. Heupke, W., and Kolb, A.: Mechanism of the Beneficial Action 

rusienes varieties which are of equal of Alimentation of Oats in Diabetes, Deutsche Ztschr. Verdau- 

nutrient value. ungeskr. 13:111 (1953). 


The Quaker Oats O©mpany 


CHICAGO 
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GEVRABON with ice is a refreshing change-of-pace in nutritional 
supplementation. Chilling lends added zest to the sherry flavor 
of GEVRABON, making it a pleasant before-mealtime tonic and 
appetite stimulant—as well as a source of dependable vitamin- 
mineral support. 


You help safeguard your senior patients’ health—help make 
vitamin-taking pleasant—when you specify refreshing GEVRABON 
on-the-rocks. 


GEVRABON®* GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Each fluid ounce (30 cc.) contains: 


Thiamine HCI (B)) 5 mg. 
Riboflavin (Bs) 2.5 mg. 
Vitamin 1 mcgm. 
Niacinamide 50 mg. 
Pyridoxine HCI ( 1 mg. 
Pantothenic Acid (as panthenol) 

Choline (as tricholine citrate) 

Inositol 

Calcium (as Ca glycerophosphate) ig. 
Phosphorus (as Ca glycerophosphate) 39 mg. 
Iodine (as KD 

Potassium 

Magnesium (as MgClo*6H20) 

Zinc (as ZnCl») 

Manganese (as MnCloe4H20) 

Iron (as ferrous gluconate) 

Alcohol 


*Reg. U.S. Pat. Off. 


C Lederie LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


56, Juty 1957 


a4 
QW" phi? = EEE GY, 
== ay = 
SSS 
se 


Successful appetite control 
begins in the supermarket 


If your overweight patient can resist the 
temptation to buy high calorie snacks, 
he’s well on the road to successful 


weight reduction. You will find that one 


Dexedrine” Spansulet sustained 


release capsule taken in the morning 
controls appetite all day long—both at 


mealtimes and in the supermarket. 


*T.M. Reg. U.S. Pat. Off. for dextro- 
amphetamine sulfate, S.K.F. 
tT.M. Reg. U.S. Pat. Off. 
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a NEW 


spasmolytic drug 


for 
skeletal 


muscle 


® « 


Brand of HCl 


orally effective 

relatively long-acting 

minimal side actions 

nonsoporific 

tolerance no problem 

no known organic contraindications 
Effective 


for the Symptomatic Relief of Muscle Spasm in 
Whiplash injuries 
Torticollis 
Hemiballism 
Huntington’s chorea 
Cerebral palsy 


Parkinsonism 
of all types 
Low back pain 
Herniated intervertebral disc 
Fibrositis 


*Trademark of Brocades-Stheeman & Pharmacia 
U.S. Patent No. 2,567,351. Other patents pending. 


In addition to its spasmo- 
lytic effect, Disipal evokes 
a mildly euphoric response, 


particularly valuable in the . 


Parkinsonian patient. 

Disipal is nonsoporific. Con- 
tinuous therapy for as long 
as 44 months produced no 
serious ill effect, no tolerance. 


In 480 cases of Parkinson- 
ism (arteriosclerotic, post- 
encephalitic, and idio- 
pathic), 50 investigators 
reported good to excellent 
results in 286 (59%), and 
fair in 97 (20.2%). 

In 120 cases of other types 
of muscle spasm, good 


results were obtained in 59 
(49.1%) and fair results in 
24 (20.1%). Side effects are 
minimal. 
Dosage: Initially 1 tablet 
(50 mg.) t.i.d. In combina- 
tion with other spasmolytic 
drugs, dosage is titrated to 
meet individual needs. 
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anatomically correct 
rectal tube 
minimizes injury hazard 


When administering an enema, it is unnecessary to 
force fluid high into the rectum. Instilled just beyond 
the internal anal sphincter, an enema induces in- 
creased pressure, resulting in colonic peristalsis. 


The pre-lubricated rectal tube of the FLEET 
ENEMA Disposable Unit is of anatomically correct 
design to deliver fluid most effectively while mini- 
mizing injury hazard . . . another reason why 
FLEET is rapidly becoming a Disposable Unit of 
choice whenever an enema is indicated. 


FLEET°ENEMA 
Disposable Unit 


contains per 100 cc. 16 Gm. Sodium Biphosphate and 6 Gm. 
Sodium Phosphate ...an enema solution of Phospho®Soda (Fleet). 


Cc. B. FLEET CoO., INC. Lynchburg, Virginia 
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**So then I fold | 
the doctor... 


‘“‘Why do you have such an 
unwholesome attitude toward 
watercress and saltines? You 
simply cannot expect the girls 
in the Henry Hudson Fowl 

Protection Leaguetoeat 

MS). big, heavy, fattening 


Just one Sur-Bex tablet a day supplies: 


When you finally bring her around, remember that Thiamine Mononitrate...... 6 mg. 
what she'll probably need first... and most... is the 6 mg. 
essential B-complex. And that’s a good time for 30 mg. 

Pyridoxine Hydrochloride... 1 mg. 


2 mcg. 


(as cobalamin concentrate) 
Calcium Pantothenate..... 10 mg. 
Ascorbic Acid............ 150 mg. 
Desiccated Liver, N. F. .. 300 mg. 
Wit Brewer's Yeast, Dried ... 150 mg. 
As a dietary supplement: 1 or 2 tablets daily 


(Abbott’s B-Complex Tablets with C) In convalescence: 2 or more daily Abbott 
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ctrusperapy—higher, faster levels of antibiotic activity 


World leader in antibiotic development and production 
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New added certainty in 
antibiotic therapy — 
particularly for that 
90 per cent of the patient 
population treated at 
home or office where 
susceptibility testing 
may not be practical. 


Signemycin V Capsules provide 
the unsurpassed antimicrobial 
spectrum of tetracycline 
extended and potentiated to 
include even those strains of 
staphylococci and certain other 
pathogens resistant to other 
antibiotics. The addition of the 
buffering agent affords higher, 
faster antibiotic blood levels 
following oral administration. 


Supplied: 

Capsules containing 250 mg. 
(oleandomycin 83 mg., tetracycline 
167 mg.), phosphate buffered. 
Bottles of 16 and 100. *Trademark 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co. 
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TETANUS-DIPHTHERIA TOXOID 
' PROTECTS PATIENTS 8 TO 80 
WITHOUT SERIOUS REACTION 


Even though the value and efficacy of 
immunization against tetanus and diphtheria 
has been proved*’ beyond infancy and early 
childhood, planned programs have been 
difficult because of increased reactions 

to pediatric toxoids. New Adult Dip-Tet now 
makes it safe for doctors to provide booster 
injections through the teen age years 

and into adulthood. 


The safety of Adult Dip-Tet in the 
continuation or reestablishment of immunity, 
even in mature adults, is borne out by the 
fact that the Armed Forces have used 

a similar tetanus-diphtheria toxoid combina- 
tion successfully in a program of routine 

and booster injections since 1955.** 

Cutter Adult Dip-Tet Alhydrox provides safe 
immunization for patients 8 to 80 because. . . 


Alhydrox® 
ofSbe * @ The diphtheria component is highly purified 
oS = 4 Adult DIP -TET Alhydrox® and is present in a small concentrated 
bag /CUTTER dosage to reduce reactivity. 


@ The tetanus toxoid component has also been 
purified to reduce reaction. 


@ The toxoids are adsorbed on Alhydrox 
(aluminum hydroxide ) to provide the effect 
of small, repeated doses. 


1Edsall, Geoffrey: Am. Jour. Public Health 42:393-400, 1952. 

2Long, E. P. and Sartwell, P. E.: Bull. U.S. Army M. Dept. 
7:371-385, 1947. 

8Editorial, New England Jour. of Med. 237:411-413, 1947. 

4Edsall, Geoffrey; Altman, James S.; and Gaspar, Andrew J.: 
Am. Jour. Public Health 44:1537-1545, 1954. 


For complete descriptive literature, dosage 
information, and a supply of wallet-sized 
immunization record cards for distribution to 
patients, write Dept. 1-G 


CUTTER Laboratories 


BERKELEY, CALIFORNIA 


°*T.M. 
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The role of the 


ATHLETIC 
COMMISSION 
PHYSICIAN’ 


PHILIP J. RASCH, Ph.D.,+ 
JOHN F. FAHEY, D.O.,+ 

and ROBERT MAGRILL, D.O.,+ 
Los Angeles, California 


A NUMBER OF MANUALS of varying degrees 
of excellence are available for the guidance of the 
coach or trainer who must deal with the treatment of 
athletic injuries, and a vast amount of research data 
describing the effects of athletics on the body has been 
reported. Less attention has been devoted to the duties 
and responsibilities of the sports physician. Feather- 
stone’ has complained that “few doctors . . . have suffi- 
cient interest or time to acquire even a modicum of 
knowledge” of sports injuries, and Novich? has lament- 
ed that “there are so few physicians who have deep 
interest and broad knowledge about athletic injuries. . . .” 

Although Novich* has described the responsibilities 
of the team physician in the school situation, there 
appears to be no presentation in the literature of the 
role of the physician operating under a state athletic 
commission. Several requests for such information 
have been received by the writers. Each commission 
exhibits variations peculiar to itself, but the require- 
ments of any one of them will serve as a general exam- 
ple of what is expected of the physician and how he 
functions. Specifically, this paper will discuss the work 
of the club physician in the State of California. 


*Report No. 21-57, Research Center, The Los Angeles County Osteo- 
pathic Hospital, Los Angeles, California. 

¢Philip J. Rasch, Ph.D., is a former college wrestler; John F. Fahey, 
D.O., was a State Athletic Commission physician and is the only physi- 
cian who has received the Gene Vinassa Award for outstanding contribu- 
tions to boxing in Southern California; and Robert Magrill, D.O., is a 
State Athletic Commission physician. 
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Discussion 


The laws regulating a state athletic commission 
are to be found in the statutes of the state. In Cali- 
fornia‘ these provide that there shall be a State Athletic 
Commission in the Department of Professional and 
Vocational Standards and that this Commission shall 
have jurisdiction over all boxing and wrestling contests 
conducted within the state, other than certain specified 
exceptions. They further provide that each club li- 
censed to conduct boxing and wrestling matches shall 
have at its own expense “‘a licensed physician who has 
had not less than three years of medical practice, who 
shall observe the physical condition of the boxers and 
wrestlers, and advise the referee with regard thereto.” 
Certain reports of the physician’s observations are re- 
quired. 


The provision that a club shall furnish a physician 
at its own expense also appears in the New York state 
law and has been the target of severe criticism by 
physicians in that state. They contend that this in effect 
makes the physician an employee of the promoters and 
arena owners and recommend that the law be changed 
to require that medical personnel be paid by the State 
Athletic Commission. The reason that the United States 
has lagged behind certain foreign countries in medical 
publications concerning accidents, injuries, fatalities, 
and research in the field of boxing and other sports, has 
been attributed by some authors to the existence of this 
employee-employer relationship, which inhibits sports 
physicians from publishing their findings.® It is beyond 
question that physicians should be paid by the Commis- 
sion and should be reassigned at intervals, but in justice 
to the club physicians in California it should be stated 
that neither of the recent investigations of boxing and 
wrestling in this state*’ produced any evidence that 
they were not fulfilling their duties to the athletes in 
accordance with the finest professional traditions. 


Under the authority of the statutes, the California 
State Athletic Commission has established its own rules 
regulating professional boxing, amateur boxing, and 
wrestling, including medical examinations. There ap- 
pears to be no uniformity from state to state in the 
requirements pertaining to physical examinations. The 
requirements are usually rather general—a thorough 
examination by a physician, with the details left to his 
good judgment.® 

The California rules insure that the professional 
boxer or wrestler comes into contact with an official 
physician at the time he makes application for a state 
license. At that time he is given a rather detailed 
physical examination, with special attention directed to 
the condition of his eyes. A similar test is required 
annually so long as the athlete applies for a yearly li- 
cense in California. In case he boxes outside the state 
during the year, the examination must be repeated on 
his return. In the event of suspicious findings, the 
examiner notifies the Commission, and the man is re- 
examined by another physician. At that time electro- 
encephalograms, electrocardiograms, or other tests may 
be made if indicated. The Commission then decides 
whether the boxer or wrestler may compete. Athletes 
often complain bitterly of the expense and time re- 
quired for these special examinations. For the conven- 
ience of all concerned, all testing should be done as near 
the Commission offices as possible, and every effort 
should be made to keep the costs at a moderate figure. 
A brief physical examination is completed prior to each 
bout. Particular attention should be given to the detec- 
tion of injured hands or ribs at this time, since trauma 
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of this sort frequently occurs during training. Boxers 
have been known to enter the ring with a broken hand 
or ribs. Within an hour before the athlete enters the 
ring the physician should make a final examination, 
with particular attention to heart rate and temperature. 

In all examinations, the condition of the eyes 
should be noted carefully since these delicate organs are 
particularly sensitive to trauma resulting from blows 
to the head. That this type of trauma occurs frequently 
is illustrated by the fact that Boshoff and Jokl’ alone 
reported 10 cases of eye injury resulting from boxing. 
Doggart'’ pointed out that in boxing derangement of 
the visual apparatus may result from ocular damage, 
from damage to neighboring structures, including the 
ocular adnexa, and from lesions of the visual pathways 
and other parts of the brain. Because the eyes of 
myopes are more prominent and more vulnerable than 
are those of the average emmetrope, he considers box- 
ing especially dangerous for these individuals. AI- 
baugh"' observed that damage to the eye is almost 
always the result of a direct blow on the eyeball, that 
it is usually severe enough to cause profound pathologic 
change, and that all too often such injuries are bilateral 
in their effects and therefore completely disabling. 

The physician should be especially observant of 
changes in the choroid and retina. A severe punch to 
the side of the head may have effects similar to those 
of blast concussion. The force may be transmitted to 
the fluid chamber of the eye, causing disruption of the 
retina-arteries-nerves complex, and possibly a detached 
retina. The only means of prevention of further injury 
and possible blindness is for the man to give up sports 
involving physical contact. 

During a fight, a hard blow to the head may so 
derange the vision of a contestant that he can no longer 
properly observe his immediate environment, with the 
result that he may flounder around the ring, throw 
blows that miss his opponent by a wide margin, and, in 
general, give the impression of having suddenly lost his 
coordination and skill. If the contestant is otherwise 
in full control of his faculties, eye injury should be 
suspected in such instances. Since a target moving in 
the same direction as a blow tends to rob a blow of 
some of its force, a boxer who moves around freely is 
less likely to sustain eye damage than one who sets 
himself and slugs with his opponent. 

It has been suggested that headgears be made 
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mandatory in boxing matches.’? Some of the masks 
worn in the gymnasia provide almost as much protec- 
tion as a medieval helmet, but none of those designed 
so far has been approved by the boxing trade for use 
during competition. 

Athletic commissions should also consider the ad- 
visability of requiring contestants to have a urinalysis 
before each bout. Under the California rules and reg- 
ulations, striking deliberately at that part of the body 
over the kidneys constitutes a foul. Both Jokl’* and 
Sargent’ have questioned the likelihood of serious 
damage resulting from kidney punches; however, 
studies such as those of Amelar and Solomon" indicate 
that a boxer may experience acute trauma to the kid- 
neys. Accordingly, these authorities have recommended 
that a routine urinalysis be included in every prefight 
examination and that a boxer be prohibited from com- 
petition if the urinary findings are abnormal. Nardiel- 
lo’ expressed an opinion common among medical 
examiners when he stated that “No fighter who has 
taken a beating should be allowed to resume until it is 
certain that he has recovered beyond a shadow of 
doubt.” 

The neophyte physician will quickly learn there is 
a fundamental difference between the practice of gen- 
eral medicine and that of sports medicine. In general 
practice the goal of the physician is to restore his pa- 
tient to full health. If this requires rest, immobilization, 
or other treatment which prevents the patient from 
working for a period, there is usually comparatively 
little protest from the patient, his family, and his em- 
ployer. On the other hand, a successful athlete is a 
valuable piece of property, but only insofar as he is 
able to compete. An All-American halfback on the 
bench or a fighter unable to accept a championship 
match represents a serious financial loss to the whole 
constellation of associated personnel. Consequently, the 
sports physician may anticipate occasional dealings with 
coaches, trainers, managers, promoters, and other indi- 
viduals whose sole interest is in having the athlete able 
to compete by a certain date, whether or not this is in 
his own best interests and whether or not this is con- 
trary to medical indications. Financial reasons, team 
loyalty, competitive spirit, or other dynamic factors may 
operate to cause the athlete to share these desires, re- 
gardless of personal dangers which may be involved. 
Whereas the average office patient is usually voluble 
and anxious to discuss at great length his ailments, real 
or imaginary, the athlete is apt to conceal information 
which may be significant but which he fears might serve 
to bar him from competition. 

Only the athlete himself can actually know how he 
feels, and only the stress of actual competition will 
reveal mental alertness, coordination, speed of reflexes 
and reactions, and certain other factors which are in- 
tegral in determining fitness for such competition. The 
higher the level of competition, the higher the level of 
fitness demanded for successful competition, perhaps 
even for the individual’s personal safety. Completion 
of the required forms offers the examiner an opportu- 
nity to ask casually other questions, make observations 
of the athlete’s appearance and actions, and, in general, 
form an opinion as to his fitness level. 

As an example, if the athlete appears to have a 
dry tongue and a fast pulse, it may indicate that he has 
“made weight” too quickly. It has been demonstrated 
that the trained athlete may lose at least 5 per cent of 
his body weight without deleterious effects,’71* but de- 
hydration is accompanied by a marked loss in the 
volume of circulating plasma, cardiac output is reduced, 
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pulse rate is increased, body temperature is elevated, 
and other indications of inadequacy of peripheral cir- 
culation appear. Exhaustion and syncope may follow 
strenuous exercise. Romino'® recommended that an 
athlete whose blood pressure is more than 20 points 
above the norm for his age group be disqualified, since 
he believes that an elevated blood pressure increases 
the risk of petechial hemorrhages. Low blood pressure 
may indicate that the subject has just completed a long 
trip, has been without sufficient food, is too highly 
trained (‘‘gone stale”), or is in a state of fatigue. In 
the opinion of the writers, it is not physiologically 
sound to require a man to compete immediately after a 
long plane, train, or automobile ride. For him to per- 
form at his best, a rest of at least 24 hours should 
intervene between the trip and the bout. 

It is essential that the sports physician take ad- 
vantage of every opportunity to observe a contestant. 
The brightness or dullness of his eyes, his emotional 
calmness or apprehensiveness, how he feels about his 
last contest, his alertness in answering questions, and 
other such subjective signs may furnish valuable clues 
to his condition. Even though no disqualifying infor- 
mation may be elicited, an experienced sports physician 
will frequently make observations which arouse his 
suspicions. In such cases, a word with the referee 
before the bout will increase that official’s alertness in 
watching for unfavorable indications and may result 
in his calling the physician into the ring for consultation 
earlier than might otherwise have been the case, thereby 
preventing possible serious injury to a contestant. it 
has been said that constant vigilance is the price of 
liberty. With equal truth it might be said that constant 
vigilance is the price of safety in body contact sports. 
The physician must remember that his primary re- 
sponsibility is the health and welfare of the athletes 
under his care. This may compel him to make decisions 
which are extremely unpopular with the spectators and 
perhaps with the athletes themselves, but in no case is 
it permissible for him to permit nonmedical considera- 
tions to sway his judgment. In the United States pro- 
fessional boxing has already been indicted as “the 
Nation’s most dangerous trade,’’*° and it is under heavy 
attack in Great Britain.?! It is the manifest duty of the 
physician to do his utmost for the protection of those 
who follow it. In the words of Ferlaino, “The skilled 
physician, clothed with authority, is the boxer’s best 
friend.””?? 

At the same time, the physician who has had little 
or no experience with athletes must not be too hasty 
in disqualifying a competitor. Very often an expe- 
rienced athlete is able to perform satisfactorily in spite 
of conditions which untrained men might find dis- 
abling. The examiner must not lose sight of the fact 
that there is a considerable range within which re- 
sponses should be considered normal. Men with little 
schooling may often appear slower and duller mentally 
than those with better educations, but this is entirely 
independent of their physical conditions. 

The physician’s traditional black bag may be safely 
left in the dressing room, for items that are necessary 
at ringside can be comfortably carried in a_ pocket. 
They include a stimulant, such as aromatic spirits of 
ammonia or amyl-nitrate, a towel clamp for pulling out 
the tongue in case of obstruction of breathing, and 
roller gauze and gauze squares for bandages. Ice will 
be available from the seconds, and there is little else 
that will be required for treatment given in the ring. 

The club physician has nothing to do with the 
training and conditioning of the athlete prior to a bout. 
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This is done under the direction of his manager or 
trainer. In the case of a boxer it consists of a com- 
bination of road work, calisthenic exercises, and boxing. 
Many trainers have their charges soak their hands and 
wash their faces in fish brine or beef brine, sometimes 
with a little saltpeter added to the mixture, in the belief 
that this will toughen the skin and reduce the likelihood 
of cuts. The validity of this belief has not been estab- 
lished. 

Before a bout, a small amount of vaseline is often 
applied to a fighter’s face, although the skin of a 
wrestler must be free from grease. Collodion patches 
may be applied before a bout, but these are of doubtful 
value. They simply provide a hard cover beneath which 
the soft tissue becomes mascerated; moreover, if col- 
lodion patches are applied to a contestant who later 
sustains cuts, the coating impedes prompt treatment. 
Since collodion does not set quickly, such patches can- 
not be applied between rounds to protect cuts already 
opened. 

A boxer should wear a specially fitted mouthpiece 
since the stock varieties do not provide satisfactory pro- 
tection. Unfortunately, the cost is approximately $20 
to $35. The editor of the Journal of the American 
Dental Association recently commented that 54 per cent 
of all high school football injuries are dental and facial 
and that experience has shown that mouth protectors 
substantially reduce damage to the teeth, jaws, and 
head.”* It seems likely that the percentage of injuries 
to the teeth and face is much higher among boxers and 
that the value of properly designed and fitted mouth- 
pieces would be correspondingly greater. 

Once a contestant enters the ring, the club physi- 
cian is required to assist in any serious emergency and 
to render temporary or emergency treatment for cuts 
and minor injuries. The California rules do not spe- 
cifically define the amount and type of first aid that 
may be legally afforded by a trainer but, in any case, 
he is not permitted to render such aid until the club 
physician has made his examination. Any injury to or 
application for medical aid from a contestant must be 
reported to the Commission. 

Managers and trainers have developed empirical 
technics for treating minor injuries of the type sus- 
tained in boxing and wrestling. A facial cut is first 
cleansed with dry gauze, then adrenalin, 1:1000 (some 
trainers prefer an adrenalin salve), is applied about 30 
seconds before the next round to stop bleeding, and, 
finally, thromboplastin is applied immediately preceding 
the next round to close the wound. This may be cov- 
ered with a little vaseline. Some trainers use a styptic 
pencil wet with lemon juice to stop minimal bleeding, 
but this treatment does not seem as effective as adren- 
alin and thromboplastin. The use of Monsel’s solution 
(a styptic solution of basic ferric sulfate or subsulfate ) 
or any similar drug is prohibited. For nosebleed, 
trainers insert adrenalin soaked gauze packs into the 
nostrils and remove the packs just before the next 
round starts. The sequelae of continued trauma to this 
region have been discussed by Seltzer.24 A semicon- 
scious fighter is revived by the use of capsules of aro- 
matic spirits of ammonia (“breakers”) and ice cold 
water on the head, face, and back of the neck. Trainers 
frequently give a quick jerk on the arms of a dazed 
fighter in the belief that this will assist him to regain 
consciousness. The mechanism behind this action does 
not seem to have received attention in the literature, 
but a neurologist has suggested that possibly it stimu- 
lates the stellate ganglion or other sympathetic centers, 
resulting in an increased flow of blood to the brain. 
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The medical procedures in common use in Great Britain 
have been described by Blonstein and Clarke.” 

In most localities boxers are required to wear a 
“foul proof” protector and a fight cannot be won on a 
claim of a low-blow foul. Nevertheless, low-blow fouls 
sometimes occur, in which case a referee may order 
that the fouled man be given a few minutes’ rest before 
continuing the bout. The trainer usually has the con- 
testant walk around the ring for a few minutes, fol- 
lowed by rest on a stool. Ice water may be poured 
down the front of the trunks. If it is necessary to 
remove the contestant to the dressing room, ice packs 
may be applied to the genitals. 

During a fight the physician should observe the 
contestants closely for changes in complexion, for mus- 
cular tremor, or other indications of their condition. 
The sports physician will frequently witness knockouts, 
which may result from blows to any one of five areas: 

1, Solar plexus. A powerful blow to the abdomi- 
nal region may cause a contusion of the nerves forming 
the solar plexus (celiac plexus). Stimulation of the 
autonomic nerves involved slows the heart and lessens 
its force, cardiac output is greatly reduced, blood pres- 
sure falls, the inspiratory center is inhibited, and the 
functions of the viscera are disturbed. Knockouts of 
this type are extremely painful, but seldom produce 
unconsciousness and rarely have any serious after- 
effects. Liver injuries are rare in athletics,?® and au- 
thorities whom the writers have consulted have sug- 
gested that the symptoms resulting from the famous 
“liver punch” actually result from the force of the blow 
being transmitted to the solar plexus. 

2. Heart. The heart, lying against the sternum 
anteriorly, is vulnerable to any sudden impact over the 
sternum. Bright and Beck?’ attempted to review all the 
cases of nonpenetrating cardiac wounds reported in the 
literature. They were unable to determine whether or 
not the heart could be stopped by concussive forces, 
although they recognized the possibility that stimuli 
resulting from trauma and transmitted through the 
vagus nerve could stop the heart. Beck®* concluded that 


. .. the heart can tolerate an excessive amount of trauma, that 
recovery is the rule rather than the exception, and that if death 
occurs it is caused by ventricular fibrillation, rupture or myo- 
cardial failure coming on after a tachycardia. Rupture is a 
rare complication of a cardiac contusion; nevertheless, the 
literature consists almost entirely of these rare cases of rupture. 
The vast majority of the largest group of cases, cases in which 
recovery takes place, go by unrecognized. 


Jokl?* believed that heart injuries are considerably more 
common than is generally assumed and that the “heart 
knockout” is due to a functional rather than a struc- 
tural injury. After an electrocardiographic study of 
thirty-five Golden Gloves boxers, Butterworth and 
Poindexter®® concluded that there is no evidence that 
boxing has any traumatic effect on the normal heart in 
this age group. Their findings may not hold true for 
older and more experienced groups, however. The pos- 
sibility must be recognized that repeated blows to the 
chest wall over the heart may cause inflammation and 
adhesions of the pericardium. 

3. Neck. Probably blows to this region produce 
collapse by stimulation of the carotid sinus mecha- 
nism.** However, this type of knockout has been 
studied insufficiently and other factors may be involved. 

4. Occipital region. Under California rules blows 
struck at the back of the neck near the base of the skull 
(rabbit punch) are barred as dangerous; however, 
blows landed on the head behind the ears are legal. It 
is generally agreed that a knockout from blows to the 
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head may best be explained as a concussion of the 
brain* and that the mechanism involved is that of the 
contrecoup brain injury.**** At least six theories have 
been advanced to explain the mechanism involved.* 
On the basis of experimental studies, Walker, Kollros. 
and Case** concluded that rapid oscillations in pressure 
in the intracranial cavity cause a traumatic excitation of 
nervous tissue and initiate the alteration in conscious- 
ness characteristic of cerebral concussion. The pathol- 
ogy of cerebral concussion has recently been reviewed 
by Scherbert.*’ 

5. Face. Blows to the chin are the most effective 
when they come from the side and below so as to hit 
the opponent about one-half inch from the mental 
foramen on either side of the jaw. Holburn** explained 
that oblique blows to the lower jaw cause a forceful 
torsion of the head, and that shear strains due to rota- 
tion of the head are the essential cause of both concus- 
sion of the brain and the usual cerebral contusions. 

After a knockout, a fighter must be examined by 
the physician before the manager or trainer can ad- 
minister aid. There is considerable evidence that much 
of the cerebral trauma sustained in boxing results from 
the use of mats which do not give sufficient protection 
to a boxer’s head when he hits the floor. A head injury 
should always be suspected if a fighter does not show 
normal recovery. A contestant should be required to 
rest until he is breathing normally, can talk rationally, 
and can move his arms and legs with proper coordina- 
tion. If there is bleeding from the ears or nose, 
basilar skull fracture should be suspected and appro- 
priate examinations made as soon as possible. 

Some years ago, a California Assembly Interim 
Committee® recommended that a boxer who had been 
knocked out should be suspended for not less than 30 
days and should be required to pass electroencephalo- 
graphic, electrocardiographic, and neurologic examina- 
tions. Although this would provide additional safe- 
guards for boxers, Steinhaus*® has contended that the 
existence of a normal electroencephalographic pattern 
does not rule out impairment of the brain. Don, Ulett, 
and Raaf*® reported that in the vast majority of their 
subjects abnormalities in electroencephalographic trac- 
ings following mild cerebral trauma disappeared within 
a period of minutes. As a preventive measure, Cheno- 
weth* recommended the use of roentgenograms (lat- 
eral view) to determine the thickness of the cranial 
bones of potential boxers. Those whose bones are 
thinner than average should be advised not to box. 

If a contestant receives a cut or other injury which 
the referee considers serious enough to require medical 
attention, the latter is required to call the club physi- 
cian into the ring for an examination. However, the 
physician is not authorized to stop a fight; this re- 
sponsibility rests with the referee alone. Referees, even 
though thoroughly competent in their specialty, are not 
medically trained and may not recognize early indica- 
tions of internal injuries. The writers strongly rec- 
ommend that club physicians be authorized to halt a 
bout at any time they consider it hazardous for one 
of the contestants to continue. 

Brain damage,*? hand injuries,*? and similar trau- 
mata requiring extended treatment do not fall within 
the province of this paper, and no attempt will be made 
to discuss them. 

Allen** recently challenged the osteopathic physi- 
cian to redirect his attention to the study and under- 
standing of man. Those who would understand the 
problems of medical treatment of athletes must under- 
stand the psychodynamic drives which lead a man to 
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make a career of sports. Many individuals turn to ath- 
letics as a means of overcoming real or imaginary handi- 
caps. To attain the development and skill required of a 
public performer, they deny themselves social activities 
and many other pleasures. Johnson, Hutton, and John- 
son** have gone so far as to suggest that for some of 
their subjects “being a champion was a matter of neces- 
sity.” On the other hand, many well-developed men of 
great natural ability are impelled into athletics by their 
admiring family and friends, often much against their 
own inclinations. They frequently fail to reach the 
top, however, because to them the rewards are not 
worth the effort. The fact that in our culture a man’s 
social standing may be judged on the basis of whether 
he is able to avoid physical effort by driving a car 
equipped with power steering, power brakes, power 
seats, power windows, and all the other devices of this 
nature may be a reason for the decline in physical fit- 
ness which has so alarmed our leaders that the Presi- 
dent appointed a Council on Youth Fitness.*® 


Amateur wrestling is one of our finest sports, but 
professional wrestling is a theatrical monopoly*® with 
a long and unsavory history.*”7 As one athletic commis- 
sion physician explained, despite all the apparent may- 
hem within the ring, wrestlers seldom suffer serious 
injuries because “they know how to fall and are past 
masters in the art of putting on an act of anguish and 
mortal pain.’’** Under the California rules, all profes- 
sional wrestling matches must be billed as exhibitions ; 
they can be announced as contests only when written 
permission has been obtained from the Commission. 
Nevertheless, these athletes often display feats requir- 
ing remarkable strength and agility. 

Psychologically, professional wrestlers, like weight 
trainers, appear to fall into the group which utilizes 
athletics to overcome psychical or physical handicaps. 
There is evidence that weight lifters tend to take up 
body building primarily to compensate for feelings of 
inadequacy and inferiority.*® The same may be true of 
professional wrestlers. Their feelings of insecurity may 
be increased, however, by the fact that in their work 
they travel throughout the country pretty much on their 
own, without the ego support that boxers receive from 
their retinues of managers, trainers, and seconds. Psy- 
chologic studies have shown there is a strong emotional 
drain in amateur wrestling,®° that amateur wrestlers 
differ from amateur boxers in the dynamics underlying 
certain aspects of their reactions to the competitive 
situation,» and that a personality disturbance is in- 
volved in anticipating a combative sport.®? Probably 
these same dynamics operate in the professional field, 
although at present there is no evidence by which to 
judge whether the frequency of competition character- 
istic of the professionals tends to obscure or to increase 
such differences. 

The club physician will find that professional 
wrestlers are often hypochondriacal. Many of them 
consume large quantities of vitamin and mineral dietary 
supplements. British wrestlers, in particular, frequent- 
ly take stannin or Stannoxyl tablets in the belief that 
they prevent the development of boils. Burow’s solu- 
tion (aluminum acetate) is commonly used as an ear 
wash to inhibit the appearance of fungi. The effective- 
ness of these procedures has not been scientifically 
evaluated, but the users are convinced they are more 
useful than antibiotics. 

At the same time, the wrestlers’ need to view them- 
selves as “‘supermen” often makes them refuse to admit 
to others that they can suffer the aches and pains of 
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Those who would understand 


the problems of medical 


treatment of athletes must 
understand the psychosomatic 
drives which lead a man to 


make a career of sports 


ordinary men. The physician dealing with these ath- 
letes will find that they may deny suffering from in- 
juries or other disabilities and may resort to drugs or 
to other subterfuges to conceal their true condition at 
the time of physical examination. He will establish 
more satisfactory relationships with them if he keeps 
in mind their particular psychologic needs. 

Only a few words need be said about wrestling 
injuries. Dislocations suffered during a match should 
be reduced immediately, preferably before the injured 
contestant leaves the ring. Contusions are fairly com- 
mon, but respond well to ice packs and routine conserv- 
ative care. Swollen ears should be drained immediately 
after a match by use of a cauterizing iron. If the swell- 
ing is not reduced within 24 hours, a rubber-band drain 
may be inserted. Occasionally a wrestler may suffer a 
broken neck or other serious injury by being thrown 
from the ring or against a ringpost, but such traumata 
are outside the scope of this paper. 

With the advent of television, professional athletics 
have invaded the home and must now be considered as 
a factor influencing child development. With this has 
come an increasing need for participants in these activi- 
ties to appreciate their moral obligations to society. 
Failure to accept this responsibility may well result in 
the eventual abolition of both boxing and wrestling. The 
club physician, who is an integral part of this situation, 
must consider the effects that his seeming condonation 
of unhygienic, unethical, or farcical conduct would 
have upon his prestige in his community and upon the 
social development of those who look to him for 
guidance. 


Recommendations 


The authors offer the following recommendations 
to improve the present unsatisfactory conditions : 

1. Physicians should be appointed by, paid by, and 
responsible to the State Athletic Commission only, not 
to promoters, matchmakers, or arena owners. 

2. The responsibility of the physician must be rec- 
ognized by all concerned. He should be captain of a 
team including referee, trainers, and seconds, all work- 
ing in close harmony for the benefit of the athletes. 

3. The physician should have both the right and 
the duty to enter the ring to examine a participant 
whenever he deems it necessary. Moreover, he should 
be authorized to direct the referee to stop a fight if in 
his judgment such action is warranted. 

4. All users or peddlers of narcotics should have 
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their licenses permanently revoked and be banned from 
any connection with boxing or wrestling. 

5. A study should be made to determine the value 
of careers as professional boxers or wrestlers in the 
rehabilitation of former convicts, narcotic addicts, and 
other offenders against society. 

6. All contestants who have suffered hand or rib 
injuries should be required to present roentgenographic 
evidence of complete healing before resuming activity. 

7. Prophylactic programs planned to prevent in- 
juries should be instituted and expanded. 

8. Acceptable medications and procedures for the 
treatment of open, wounds, with special emphasis on 
aseptic technics, should be established. All managers, 
trainers, and referees should be required to familiarize 
themselves with these standards and to follow them 
when administering first aid to boxers or wrestlers. 

9. Microscopic urinalysis should be performed on 
every boxer prior to his engaging in a bout. 


Summary 


The sports physician working under a state athletic 
commission is charged with the responsibility of pro- 
tecting the health of boxers and wrestlers under his 
supervision. These individuals differ from patients 
usually seen in private practice, and the sports physi- 
cian should expect that they may deny and attempt to 
conceal injuries which would debar them from competi- 
tion. He should anticipate that on occasions heavy 
pressure may be exerted on him to approve men who 
are not in sound physical condition ; however, he must 
remember that his chief responsibility is the welfare of 
the athlete. It is essential that careful examination of 
the eyes be stressed in all physical examinations of 
participants. A man should not be permitted to compete 
unless he is in good physical condition, and the physi- 
cian should be vigilant for unfavorable indications dur- 
ing a match. Minor cuts and bruises are usually treated 
by trainers, but the responsibility for the care of any 
injury rests with the club physician. Wrestlers and 
boxers differ in their psychologic dynamics and must be 
treated differently if satisfactory physician-patient rela- 
tionships are to be established. If socially unacceptable 
situations are involved, the club physician must evalu- 
ate the effect of his participation on his standing in the 
community. 
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Part II 


In this survey no attempt has been made to discuss 
or classify all the various pathologic or nonpathologic 
states of the female genitalia. It is only in those contro- 
versial areas where competent investigators differ in 
their definitive diagnoses of a given tissue specimen 
that some discussion and standardization has been at- 
tempted. This pertains particularly to (1) the histo- 
logic abnormalities of the uterine endometrium, (2) the 
developmental phases of the primordial and graafian 
follicle of the ovary, and (3) the corpus luteum of the 
ovary. By applying those criteria which are most often 
utilized in establishing identification and diagnosis of a 
tissue specimen, it was possible to designate, with some 
degree of uniformity, both those specimens which 
showed pathologic change and those which were essen- 
tially normal. I have purposely avoided using the terms 
“major” and “minor” in reference to pathologic condi- 
tions, as have been employed by some investigators, 
since it is felt that such designations are of clinical 
rather than pathologic value. 


Classifications 


Table I lists the various pathologic conditions en- 
countered in the 1,042 specimens which were studied 
in this survey. Those conditions which fall into the 
same general classification have been grouped together 
under one heading. Thus, the term “salpingitis” in- 
cludes pyosalpinx, acute salpingitis, hydrosalpinx, sal- 
pingitis follicularis, chronic interstitial salpingitis, et 
cetera. 


*Submitted to the faculty of the Philadelphia College of Osteopathy 
in partial fulfillment of the requirements for the Master of Science de- 
gree, April, 1956. The significance of the statistics released for this ar- 
ticle from the Metropolitan Hospital, Philadelphia, is discussed in an 
editorial entitled “‘Hospitals and the Medical Audit” in this issue of Tue 
Jour NAL. 
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The term “endometrial hyperplasia,” for the pur- 
pose of this paper, includes such aberrations as cystic 
hyperplasia, polypoid hyperplasia, papillary cystic hy- 
perplasia, adenomatous hyperplasia, stromal hyper- 
plasia, and so forth. In order to establish a uniform 
standard so that subjective appraisal of this lesion should 
not vary too widely, certain attributes, as suggested by 
Hertig and his associates,*'** were looked for. The tis- 
sue was deemed pathologic when it was characterized by 
various combinations of the following: epithelial bud- 
ding, tuft formations within the gland lumina, out- 
pouching of the gland walls, crowding of the glands, 
stratification of the epithelium, and pallor of the stained 
cells. 

Certain changes in the endometrium may portend 
the development of carcinoma, and since recent re- 
ports***’ have stressed the relationship between endo- 
metrial hyperplasia and adenocarcinoma, all material 
showing such changes is included in the category ‘“‘path- 
ologic tissue.” Also included in this group are the few 
cases which showed some atypy of the cells but did not 
adhere strictly to the picture of “genuine hyperplasia”’ 
as described by Novak.** These, perhaps, should have 
been designated as nonpathologic ; however, in the light 
of recent investigations of intramucosal lesions and 
their relationship to endometrial carcinoma, it is felt 
that they are justifiably considered to be pathologic 
tissue. The purely proliferative, nonsecretory lesions 
associated with functional uterine bleeding have been 
designated as nonpathologic. 

Until rather recently the term “endometrial hyper- 
plasia” has usually been reserved for that type of 
mucosal proliferation that results in the pattern com- 
monly designated as “Swiss-cheese endometrium,” 
characterized by an increased number of glands of 
disparate size, some cystic, in a compact basophilic 
stroma. This lesion, which is most often encountered 
at the extremes of menstrual life, is usually associated 
with abnormal estrogenic stimulation, but the evidence 
of a specific relation to endometrial carcinoma is incon- 
clusive. In several instances in the course of this proj- 
ect, I have had to restudy tissue specimens, and on 
occasion to alter the original diagnosis to conform with 
the latest opinions. 

Those uteri in which no atypy of the endometrium 
was found, and in which the myometrium on multiple 
sections (gross and microscopic) evidenced no abnor- 
malities, were designated as nonpathologic. The size 
and configuration of the organ, as well as the degree 
of cervical inflammatory involvement, were considered 
in the evaluation. Uteri removed because of various 
degrees of procidentia, unless demonstrating definite 
macroscopic and microscopic changes (hypertrophy of 
the portio vaginalis, coarsening of the epidermis, et 
cetera) were also deemed nonpathologic. 

In establishing criteria for pathologic and non- 
pathologic ovaries, some difficulty was experienced. 
Tumors, both benign and malignant, endometriosis 
(whether extensive or not), abscess, ruptured graafian 
follicles with hemorrhage, major distortion of the ovary 
with interference of its blood supply, and cysts were 
considered pathologic. Entire ovaries, or portions of 
ovaries, showing normal structures were designated as 
nonpathologic. These normal structures included 
corpora hemorrhagica, corpora lutea, involuting lutea, 
and graafian follicles not exceeding the upper size 
limits (1.5 to 2.0 cm.). 

The designation “cystic ovary” needs further com- 
ment. In this category were placed the follicle cyst, 
lutein cyst, and the so-called simple cyst (that is, one 
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TABLE I.—PATHOLOGIC CONDITIONS INCLUDED 
IN THIS SURVEY 


Leiomyomata uteri (large, single, multiple) 

Adenomyosis uteri 

Endometrial hyperplasia (polypoid, cystic, adenomatous, 
etc.) 

Cornual pregnancy 

Chronic metritis and/or endometritis 

Polyp (endometrial, cervical, placental; single or mul- 
tiple) 

Uterine malignancy (carcinoma, sarcoma, etc.) 

Pyometra 

Endometriosis (ovary, fallopian tube, appendages) 

Salpingitis (chronic, acute, follicular, etc.) 

Ectopic pregnancy (tubal, abdominal, etc.) 

Ovarian neoplasms, benign (papilloma, fibroma) 

Vestigial and adnexal lesions (parovarian, wolffian, etc.) 

Ovarian cysts, benign (serous, follicular, luteal, etc.) 

Ovarian tumors, benign (cystadenomas, dermoids, Bren- 
ner tumors) 

Ovarian tumors, malignant (cystadenocarcinomas, tera- 
tomas ) 

Vascular lesions (pedicle torsion, occlusions, etc.) 

Tubo-ovarian abscess 

Vaginal lesions (except plastic repair tissue) 


in which the lining epithelium was indistinct and the 
remains of a cumulus oophorus could not be demon- 
strated). The size, the residual normal ovarian tissue, 
and the gross disfiguration of the ovary, as well as its 
microscopic appearance, were the criteria in determin- 
ing the designation used. A moderately large, intact 
graafian follicle, surrounded by normal ovarian tissue, 
was considered as nonpathologic; a similarly sized fol- 
licle with hemorrhage into the peritoneum from rupture 
was considered pathologic. Cysts of the parovarium and 
hydatids of Morgagni were considered nonpathologic 
unless they were large enough to create some mechani- 
cal disturbance in the adnexa. The various types of 
luteal cysts were treated in a manner similar to that of 
the follicle cyst, and they were judged according to 
their size and their encroachment on, and disfiguration 
of, the ovarian structure. 

Pathologic conditions of the uterine tubes were 
considered to be infection, with alteration in the shape 
and patency of the lumen, and distortion by hematosal- 
pinx, hydrosalpinx, or endometriosis. Those fallopian 
tubes removed during the course of hysterosalpingo- 
oophorectomy were not included in the statistics as 
separate tissues ; the pathologic evaluation in such cases 
was directed primarily toward the uterus and/or the 
ovaries. Excluded also were all tissues of tubal ligation 
which had been performed primarily for the prevention 
of pregnancy. 


Material and sources 


The material utilized in this survey was taken 
from the tissue specimens submitted to the Pathological 
Laboratories of the Metropolitan Hospital from Janu- 
ary 1952 to December 1955. Since all tissues, without 
exception, expressed or removed in the hospital are 
brought to the laboratory, this series represented 1,042 
consecutive cases of female pelvic surgery over a period 
of 4 years. The total number of hospital admissions 
during this time was 14,238. All types of cases normal- 
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ly seen in a general hospital, with the exception of cases 
of acute mental disturbance, were admitted, and there 
was no discrimination in admissions on account of race, 
color, age, or sex. Of the 14,238 patients admitted, 
6,426 (45.9 per cent) were on surgical service and 
7,812 (54.1 per cent) were distributed among medical, 
obstetric, and pediatric (medical) services. 

Chart I is a categorical analysis of the patients 
admitted to, and treated in, the hospital during this 
4-year period, and it shows how the 1,042 specimens 
used in this survey were obtained. The minor surgery 
included such operations as tonsillectomy, adenoidec- 
tomy, incision and drainage of abscess, circumcision, 
diagnostic biopsy, and care of certain types of trauma. 
All such surgery was excluded from this survey. The 
total number of patients (male and female) upon 
whom major surgical procedures were performed was 
2,406 (37.5 per cent of the total 14,238 admissions) ; 
it was from these patients, accordingly, that tissue 
specimens were secured. Of this group, 467 (19.4 per 
cent) were males and 1,939 (80.6 per cent) were fe- 
males. Of the tissue specimens received from the 
latter group, 1,501 (77.4 per cent) were from the fe- 
male pelvis and 438 (22.6 per cent) from elsewhere in 
the body. 

Those specimens (biopsy of tubes, small leiomy- 
oma from ligament or uterus, et cetera) removed inci- 
dentally to other major operative procedures were not 
included as individual specimens but were recorded 
under the main surgical procedure to which they were 
incidental. Specimens which were the result of diag- 
nostic investigation of the uterine cavity and cervix 
(curettement, cervical biopsy) and from certain thera- 
peutic procedures on the uterine canal were not in- 
cluded in the tissue survey; these numbered 459, 30.5 
per cent of all tissue received from the pelvic surgical 


Chart |. Analysis of Hospital Admissions 
Showing How Material for This Survey Was Obtained 
(Figures in parentheses are the number of cases in each category) 
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Chart Il. Frequency and Type of Pelvic Surgery 


procedures. The remaining 1,042 specimens (69.5 per 
cent of all tissue received from the pelvic surgical pro- 
cedures) were from patients on whom surgery of the 
pelvis was performed for definite corrective purposes, 
and it was these specimens that constituted the material 
used in this survey. 


Correlations 


In correlating the ages of the patients from whom 
specimens were obtained, 5-year periods were utilized, 
starting with age 15. Chart II illustrates the total num- 
bers and types of tissues received from all groups in 
the entire series. The data from which Chart II was 
drawn are given in Table II. 

According to these statistics, the highest incidence 
of pelvic surgery occurs in the range between the ages 
of 30 and 44 and represents almost one half of all fe- 
male pelvic tissues examined. The peak years within 
this age span are from 37 to 40 years. It is interesting 
to note that following menopause, and in the latter 
portion of life, the incidence of surgery declines rather 
rapidly, while in the premenopausal stage a gradual and 
somewhat uniform increase from age 18 to 40 takes 
place. 


For comparative purposes the specimens received 
were divided into four main categories: (1) Uterus, 
(2) Ovary, (3) Fallopian Tube, and (4) Vagina. 
Those tissue specimens listed under Uterus include both 
total and subtotal hysterectomy, the uterine cervix be- 
ing considered part of the corpus. Whenever ovaries 
(partially or totally resected), uterine tubes, or other 
vestigial apparatus were submitted together with the 
uterus, the entire specimen was considered as being in 
the category of Uterus, since in almost all cases the 
removal of adnexal structures was incidental to the 
hysterectomy. Partial or total and unilateral or bi- 
lateral resections are included under Ovary. Not infre- 
quently a portion of, or an entire, uterine tube may 
have shown some associated pathologic condition. At 
times it was difficult to designate the primary seat of 
the lesion, particularly when both the ovary and the 
uterine tube were intimately involved and adherent 
(such as occurs in certain tubo-ovarian abscesses, en- 
dometriosis, et cetera). 
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The category, Fallopian Tube, includes only those 
specimens of tissue consisting entirely of a uterine tube 
or tubes. Tubal pregnancy, hydrosalpinx, pyosalpinx, 
et cetera, made up the majority of these cases. Although 
this category, as designated here, displays only a mini- 
mum percentage of specimens received as compared to 
the other groups, the absolute number of uterine tubes 
received was greater than that of any other type of 
tissue. The explanation of this lies in the fact that the 
fallopian tube is not infrequently removed as an inci- 
dental procedure to such surgery as oophorectomy, 
hysterectomy, and panhysterectomy. The rationale be- 
hind the routine removal of uterine tubes during certain 
operative procedures has no place in this discussion ; 
suffice it to say that in this series of specimens the 
uterus and/or ovaries submitted were almost invariably 
accompanied by one or both fallopian tubes. 


Vaginal specimens submitted consisted almost en- 
tirely of various retention and inclusion cysts, the 
removal of which is considered to be a minor surgical 
procedure. They are, however, mentioned here for 
completeness. In the survey, one specimen of labia 


‘ minora tissue showing squamous carcinoma was en- 


countered. The total number of vaginal specimens sub- 
mitted was 17; they are not included in Chart II or in 
Table II. 


Of the 1,042 pelvic surgical specimens submitted 
to the laboraotry, 58.1 per cent were uteri, either total 
or partial. The incidence of supracervical hysterecto- 
mies showed a rapid decline from the first to the fourth 
year of the survey. Over 45 per cent of the uterine 
tissue submitted was taken from patients between the 
ages of 35 and 44, with a gradual decline during the 
postmenopausal stage. The greatest incidence of re- 
moval of ovarian tissue, which constituted 36.6 per cent 
of all tissues submitted, occurred between the ages of 
25 and 35, the peak occurring between 29 and 31 years 
of age. 

Postmenopausally, the incidence of removal of 
ovarian tissue alone declines rapidly and is only occa- 
sionally seen after age 45. In all of the postmenopausal 
cases, the ovarian tissue, whether pathologic or not, was 
accompanied by some portion of the uterus. Only in 
those cases where previous surgery had necessitated 
hysterectomy, and where a part, or all, of the ovarian 
tissue had been left, did the laboratory receive ovarian 


TABLE II.—CORRELATION OF TISSUE SPECIMENS 
WITH AGE GROUPS 


Specimens 


Ovaries Tubes Totals 


Age groupings  Uteri 


15-19 0 12 
20-24 7 72 8 
25-29 30 122 13 
30-34 87 10 
45 4 
24 
14 


1 
0 
0 
0 
0 
0 
38 
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2222 
50 | 
: 
: 87 | 
: 165 
196 

: 187 
: 50-54 54 2 56 We 
: 55-59 19 3 22 . 
: 60-64 11 1 12 = 
: 65-69 8 0 8 oe 
: 70-74 6 0 6 - 
"Totals 605 382 
all 
= 
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tissue alone. Uterine tube specimens were entirely ob- 
tained from patients between the ages of 20 and 45; the 
peak incidence of removal occurred between ages 25 
and 29, most specimens being either intamed or in- 
volved in ectopic pregnancy. The fallopian tubes sub- 
mitted as part of other major specimens showed, for 
the most part, minimum or no histologic changes. These 
were regarded as incidental tissue, and their numbers 
were not included in Chart II and Table IT. 


Evaluation: diagnosis and identification 


The terminology employed in designating patho- 
logic and nonpathologic states will no doubt vary in 
some instances from that used by other investigators. 
However, for the most part, the designations used are 
found in most standard textbooks of pathology, and, in 
those few instances where confusion might arise, the 
term in most common usage has been employed. The 
word “cystoma,” as used by Novak,** has been pur- 


TABLE IIL 
Uterus 605 tissue specimens No. & 
(57.9%) 
Leiomyomata 282 46.6 
Adenomyosis 57) O84 
Endometrial hyperplasia 49 8.1 
Pathologic Cornual pregnancy 4 ej 
Polyp 28 4.6 
Carcinoma 32 
Endometriosis 3 5 
Metritis, endometritis 47 
Uterus (gravid and 
postgravid included) .130 21.4 
Atrophic uterus 2 19 
Fibrosis uteri 24 3.9 
Ovary 382 tissue specimens No. &%& 
(36.6% ) 
Dermoid cyst 17. 44 
Tubo-ovarian abscess 19 4.9 
Endometriosis 16 4.2 
Cystadenocarcinoma 2 a 
Pathologic Cystadenoma 62 
Papilloma 4 1.0 
Serous cyst 44 114 
Simple cyst (follicular, 
luteal ) 81 21.2 
Graafian follicle 63 164 
Nonpathologic Ovary, atrophic ovary 16 4.2 
Corpus luteum 109 28.5 
Fallopian tube 38 tissue specimens No. % 
(3.6%) 
Tubal pregnancy 15 39.4 
Pathologic Endometriosis 4 10.5 
Salpingitis 16 42.1 
Nonpathologic Fallopian tube #9 
Vagina 17 tissue specimens No. & 
(1.6%) 
Carcinoma (vulva) 1 58 
Bartholinian cyst— 
Pathologic abscess 14 82.3 
Pseudoepitheliomatous 
hyperplasia 2 118 


posely avoided; tumors in that category were desig- 
nated as “cystadenomas.” The various endometrial 
hyperplasias have been alluded to previously, and no 
further attempt was made to classify the individual 
aberrations of the uterine endometrium. Corpus luteum 
cysts were classified under one heading without at- 
tempting to designate the various forms referred to in 
some texts. The identification of a corpus luteum cyst 
or a corpus albicans cyst is no doubt of value, but 
for present purposes they were both classified as luteal 
cysts. 

Question has frequently arisen, particularly con- 
cerning those tissues showing only minimum involve- 
ment, as to whether a particular specimen should be 
considered pathologic or nonpathologic. In certain 
uteri, the appearance of the myometrium on multiple 
sections would suggest physiologic rather than path- 
ologic change, and these were considered nonpathologic. 
The size, weight, and gross appearance of the organ, 
as well as the microscopic appearance, influenced the 
selection of a designation for the tissue. Whenever 
there was doubt in evaluating a particular tissue speci- 
men, consultation was utilized to establish a final diag- 
nosis. Ovarian tissue offered the greatest difficulty, 
particularly in those organs removed for gross “cysts” 
or “cystic disease.” Here, also, macroscopic appearance, 
size, distortion, et cetera played a large part in the 
choice of a final designation for the specimen. Not in- 
frequently a cystic lesion of the ovary could not be 
identified definitively, but the gross appearance of the 
lesion, its position, and the involvement of the residual 
ovary permitted an arbitrary designation. 

Where no gross or microscopic pathologic change 
was encountered, the specimen was classified by identi- 
fication of the organ. Thus, a uterus in which changes 
were not demonstrable was classified simply as “uterus, 
nonpathologic.” I hesitated to affix the designation 
“normal” in such cases. I may be criticized for timidity ; 
however, it is my opinion that in some tissues, particu- 
larly in the female pelvis, absolute criteria for normalcy 
have not been conclusively established and accepted at 
this time. There is much controversy, particularly in 
physiopathologic evaluation, concerning deviations of 
the female genitalia. 

For this survey, two representative sections were 
taken from each tissue submitted ; they were sectioned 
and then routinely stained with hematoxylin and eosin 
stains. Special stains were utilized whenever indicated 
by the nature of the tissue. In all uteri, sections were 
taken from each of the following locations: the corpus, 
the lower uterine segment, the cervix, and the endocer- 
vical canal. Wherever a gross lesion or aberration was 
found, multiple sections were taken. The same proce- 
dure was followed in the examination of the fallopian 
tubes and the ovaries. It was owing to the fact that no 
specimens were serially sectioned that I hesitated to 
give a tissue an absolute designation of “normal.” 
However, the absence of pathologic findings in the 
representative tissue examined would certainly tend to 
indicate that such tissue was, most likely, normal. 

Tables III and IV show the distribution, in regard 
to their site and designation, of the 1,042 tissues ex- 
amined. Approximately one third of all the tissue sub- 
mitted was designated as nonpathologic, with the ovar) 
displaying the highest percentage (49.1 per cent) of 
tissue in which there was no demonstrable lesion. More 
than one fourth of the uteri submitted were also 


deemed nonpathologic; however, in 5.8 per cent of 
these, removal of the uterus was incidental to surgical 
treatment 


for bilateral adnexal involvement. The 
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uterine tubes showed the lowest incidence of nonpath- 
ologic states (7.9 per cent); this is only a relative 
figure, in accordance with the manner in which tubal 
specimens were classified in this survey. The absolute 
number of nonpathologic tubes removed as incidental 
to the main operative procedure was well above 70 per 
cent. Vaginal specimens were 100 per cent pathologic 
since all such lesions were superficial and clinically 
definitive enough to warrant surgical extirpation. 

The predominant lesion displayed in the uterine 
specimens submitted was leiomyomata (46.6 per cent). 
In some instances, the uterus showed several small 
(over 1 cm. in diameter), hard, white nodules, well- 
encapsulated, and distributed in all the coats of the or- 
gan. In others, the neoplasm was a single mass, ranging 
in size from that of an English walnut to that of a 
small grapefruit, situated either intramurally or in the 
submucosa. Still others displayed large, irregular 
masses of fibromuscular nodules so distorting the 
uterus that identification of its component parts was 
difficult. Several of the latter weighed over 25 pounds, 
and displayed in a single specimen all stages of de- 
generation. 

Approximately one half of the remaining 323 uteri 
examined displayed one or more of the pathologic states 
listed in Table II]. The diagnosis of metritis and/or 
endometritis was applied with some caution since the 
present-day empirical use of wide-scope antibiotics 
tends to make such conditions relatively infrequent. 
However, the presence of widespread and intense in- 
flammatory reaction within the involved organ, with or 
without a demonstrable etiologic factor, left no choice 
but to designate the lesion as such. In four cases the 
tissue reaction was acute (following attempted criminal 
abortion) ; the remaining five showed some regression 
and repair. 

The term “adenomyosis” was applied to those uteri 
in which multiple foci of glandular acini and endome- 
trial stroma could be demonstrated in the deeper struc- 
tures. Hemosiderin-filled macrophages, cystically dilated 
ectopic foci of glandular acini, et cetera were evaluated 
as to their extent and location before the diagnosis 
was applied. Those uteri which displayed only an occa- 
sional small focus were deemed nonpathologic. The 
term “‘polyp” was applied to those conditions where a 
large single polypoid mass or multiple small polypoid 
masses were found in the endometrial canal, either of 
endocervical or endometrial origin. Not infrequently 
these displayed various stages of hemorrhagic states 
and degeneration, the endometrium itself being thick- 
ened and edematous. In such lesions it was not unusual 
to find small foci of glandular acini deeper in the myo- 
metrium. 

Tubo-ovarian abscesses were both acute and chronic. 


TABLE IV.—DISTRIBUTION OF SPECIMENS ACCORDING TO PRESENCE OR ABSENCE OF PATHOLOGIC CHANGE 


Identification and diagnosis were influenced to a large 
extent by the gross appearance of the diseased tissue. An 
ovarian cyst was classified as pathologic when its physi- 
cal appearance and size were beyond the normal limits 
of physiologic growth, all other factors being within 
normal limits. Those that displayed vascular occlusion, 
torsion of the pedicle, degeneration, and the like were 
of necessity classified as pathologic. Hemorrhagic cor- 
pora lutea, graafian follicles of moderate size, and cystic 
corpora albicantia were classified as nonpathologic. In 
the latter cases an arbitrary standard was set in which 
both the gross and microscopic factors mentioned pre- 
viously were considered. The uterine tubes offered 
little problem in diagnosis since the lesions were 
usually clearly defined and specific. Inflammatory 
states, both acute and chronic, with occlusion of the 
distal end, hydrosalpinx, pyosalpinx, and related condi- 
tions, and tubal pregnancy, with or without rupture, 
were the commonest findings. 

Nonpathologic uteri represented 27.2 per cent of 
all hysterectomies, partial or total. Excluding those 
which were removed as incidental to associated adnexal 
involvement such as bilateral tubo-ovarian abscess and 
tumor, approximately one of every five uteri removed 
displayed no macroscopic or microscopic abnormality. 
Nine of this group were either gravid or postgravid, 
displaying altered structure which was considered to be 
physiologic. These were included in the group classified 
as nonpathologic. 

The term “fibrosis uteri” pertains to those mod- 
erate enlargements of the uterus in which the only 
change encountered is the fibrous consistency of the 
organ. Some gynecologists and pathologists do not rec- 
ognize these changes as being pathologic.** They at- 
tribute the minor variations in size and consistency 
to hormonal disturbance, malpositions, and old chronic 
metritis. I am in agreement with this view, and have 
therefore designated such conditions as nonpathologic, 
utilizing the term “fibrosis” for descriptive purposes. 
In this series no cases were encountered in which there 
was marked enlargement and profound fibrosis such as 
to lead to the designation of static myometrial hyper- 
plasia. The few truly atrophic uteri encountered pre- 
sented no diagnostic problem; they usually had been 
removed for some degree of procidentia. The remain- 
ing 130 uteri showed no changes sufficient to warrant 
classification in any category; some showed mild adhe- 
sions, a few irregularities of the serosa, and other 
minor aberrations which were believed to be incidental 
findings. 

The greatest incidence of nonpathologic ovarian 
tissue was found in the 172 cases with moderately en- 
larged graafian follicle and/or corpus luteum. Partial 
or complete resection of the ovary had been done about 


Tissues Total cases 


Pathologic 


Nonpathologic 


Uteri 605 
Ovaries 382 
Fallopian Tubes 38 
Vaginae 17 


(72.8% of uteri) 166 
(50.9% of ovaries) 188 
(92.1% of tubes) 5 
(100% of vaginae) 


(27.2% of uteri) 
(49.1% of ovaries) 
(7.9% of tubes) 
(0% of vaginae) 


Totals 1042 
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(66.8% of total) 


357 (33.2% of total) 
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equally often in these cases. In a lesser percentage of 
cases, entire ovaries or portions of ovaries were re- 
ceived, in which the texture and firmness of the tissue 
indicated the possibility of a solid tumor. The small 
benign papillomata or leiomyomata occasionally found 
in the ovarian tissue were not considered in the desig- 
nations. Uninvolved fallopian tubes which were rc- 
ceived without other tissues numbered only three, exclu- 
sive of those fragments which were submitted to the 
laboratory as the result of tubal ligations. 


Summary and conclusions 


A series of 1,042 tissue specimens removed from 
the female pelvis has been reviewed and evaluated. 
The specimens were taken from female patients on 
whom some pelvic operative procedure was performed. 
Multiple representative sections were taken from each 
specimen, and standard fixing and staining methods 
were employed. Serial sections were not prepared, but 
deeper and more extensive examination was done where 
it was deemed necessary for accurate diagnosis. Ac- 
cepted and standard nomenclature has been utilized 
with few exceptions. The tissues received by the lab- 
oratory were classified as either pathologic or nonpath- 
ologic; those tissues exhibiting minor or minimum 
changes were included in the latter group. The patients 
included in the survey were grouped according to age, 
utilizing a 5-year span for each grouping. The tissues 
submitted were separated into four categories: (1) 
Uterus, with or without adnexa; (2) Ovary; (3) Fal- 
lopian Tubes; and (4) Vagina; the vestigial tissues 
are included in the above classifications. Correlations 
have been made between age groups, type of tissue, 
pathologic or nonpathologic specimens, and female 
pelvic specimens and tissues from elsewhere in the 
body. A comparative analysis of all the surgery per- 
formed in the hospital during the 4-year period, with 
special reference to the female pelvic surgery, is in- 
cluded. 

The status of the endometrium in several uterine 
specimens offered the greatest difficulty in accurate 
designation. Recent investigations by competent groups 
of observers (such as Speert,** Clemmeson,***° and 
Hertig**"**) indicate that certain variations in the 
uterine endometrium can be identified as a premalig- 
nant phase of endometrial carcinoma. In one series** 
a search was made of the clinical histories of all pa- 
tients who had been treated for carcinoma of the endo- 
metrium to determine which of them had ever under- 
gone curettage for nonobstetric indications. In 16 cases 
adequate histologic material was available for restudy 
of both precancerous tissue scrapings and the ultimate 
tumor specimens. Of the 16 cases examined, 11 pa- 
tients showed varying degrees of atypical or adenoma- 
tous hyperplasia in the earlier specimens. In these 11 
cases the recognition of carcinoma took place from 1 
to 18 years following the original examination. In a 
second series,** 35 out of 40 endometria showed similar 
hyperplasias before carcinoma was recognized (within 
intervals of 1 to 13 years). 

In my evaluation, those uteri were considered 
pathologic which were characterized by various com- 
binations of the following: epithelial budding, tuft 
formation within the gland lumina, outpouchings of 
the gland lumina, crowding of the glands, stratification 
of the epithelium, and pallor of the stained cells. Al- 
though not all authorities agree, I am of the opinion 
that the changes described, particularly when observed 
in the menopausal or postmenopausal patient, represent 
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a definite pathologic entity regardless of the presence 
or absence of clinical manifestations or symptoms. In 
the present state of medical knowledge, unexplained 
adenomatous or atypical hyperplasia should probably 
be considered a precancerous lesion in the postmeno- 
pausal uterus. 

The ovarian tissue submitted presented a great 
variety of cystic states, ranging from the small graafian 
follicles to the tremendously enlarged cystadenoma. 
No great difficulty was encountered in classifying these 
conditions once the criteria (such as size, type, and 
disposition) for the pathologic and nonpathologic states 
were established. At times definitive histologic evalua- 
tion could not be made because of distortion and 
maceration of the tissue, but such cases represented 
only a small fraction of the specimens received. 

The statistical evaluation of the 1,042 surgical 
specimens reviewed would indicate a rather high inci- 
dence of nonpathologic tissue. However, in many in- 
stances the presence of minor changes in the organ 
was not deemed sufficient to warrant a specific desig- 
nation of pathologic, and such specimens were conse- 
quently classified as nonpathologic. Such a situation is 
particularly true regarding ovarian tissue, where gross 
evaluation by the surgeon determines whether or not 
the organ is extirpated. If such tissues had been desig- 
nated as pathologic, the 27.2 per cent of nonpathologic 
uteri which this survey shows would have become 16.8 
per cent, and the 49.1 per cent of nonpathologic ovaries 
would have dropped to 28.7 per cent. 

The exact area of change from normal physiologic 
progression or retrogression to a definite pathologic 
state presents a fertile ground for disagreement among 
the most competent investigators. The more extensive 
use of preoperative dilatation and curettage on patients 
scheduled for hysterectomy has, in many instances, al- 
lowed for greater discrimination and selectivity of 
cases. In the latter portion of the 4-year period covered 
by this survey, such practice greatly reduced the inci- 
dence of nonpathologic uteri which were submitted to 
the laboratory. It is also of interest to note that from 
the first to the fourth year of the survey, the incidence 
of supracervical hysterectomy declined from a peak of 
31.4 per cent in 1952 to 1.3 per cent in 1955. The sub- 
total hysterectomy is, in my belief, exceptional in fe- 
male pelvic surgery at the present time; it has given 
way to panhysterectomy almost exclusively. 

It is also of interest to note that ovarian surgery 
reaches its highest incidence during the premenopausal 
stage of the female patient. This situation gradually 
changes to one in which uterine surgery predominates 
as the woman passes into the menopausal and _ post- 
menopausal phases. It may be argued that in the 
younger age period the ovarian structures exhibit their 
greatest activity and are therefore liable to a multitude 
of aberrations, many of which defy definitive classifica- 
tion (particularly when viewed in situ by the surgeon). 
Uterine variations apparently begin to display their 
abnormalities later in the age span of the individual ; 
they. would thus appear to be more frequently and 
readily discernible in the late reproductive years. Add 
to this the reluctance of the understanding surgeon to 
perform complete sterilization on the younger female, 
and it is perhaps possible to account for the age-versus- 
incidence curve in uterine surgery. 

In attempting to ascertain the causes for the large 
number of cases of female pelvic surgery, three major 
factors suggest themselves as being plausible: (1) The 
female pelvic viscera are possibly more frequently the 
seat of pathologic change than organs elsewhere in the 
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body; (2) present understanding and evaluation of the 
physiologic and pathologic states of the pelvic organs 
leave much to be desired; and (3) surgery of the fe- 
male pelvis offers, particularly to the novice, a relatively 
safe field for exploration, and investigation, and per- 
haps exploitation. In the series of cases reviewed in 
this paper, I feel reasonably sure that all three of the 
above-mentioned causes existed to some degree. Any 
attempt to single out one cause would, of course, be 
futile. 


The female pelvis has long been one of the focal 
points utilized in the advancement of surgical judgment 
and technics. The anatomic location, relatively inde- 
pendent functioning, and easy accessibility of the pelvic 
region have permitted more freedom in surgical investi- 
gation than perhaps anywhere else in the body. With 
the perfecting of surgical technics and the development 
of chemotherapeutic agents, the resultant operative 
mutilation and postoperative complications, morbidity, 
and mortality have been reduced to a minimum. It is a 
small wonder, then, that surgical intervention with 
removal of the alleged offending organ rather than a 
careful conservative approach should be considered the 
method of choice in many cases! However it must also 
be taken into consideration that symptoms and mani- 
festations are neglected for prolonged periods by many 
patients. Elderly patients, particularly those of foreign 
extraction, seldom seek medical advice until the path- 
ologic change is far advanced and irreversible. This, 
no doubt, is a result of the old custom of attributing 
any symptomatology of the female genitalia to “female 
trouble,” and of doing nothing about it. In those cases, 
by the time the physician is permitted to evaluate the 
condition, surgical intervention is probably the only 
treatment of any avail. 

Further comment should be ‘made on the non- 
pathologic specimen submitted to the laboratory. It is 
my impression that definitive evaluation of the female 
pelvic organs by the surgeon comes, after long ex- 
perience, with the development of an understanding of 
the cyclic and endocrinologic changes of the female 
viscera. The large, boggy uterus displaying a mottled 
discoloration, when removed and examined in the lab- 
oratory, more often than not displays no definitive 
pathologic changes. It is true that certain vascular and 
congestive phenomena may be apparent, but these are 
not considered irreversible pathologic states. Yet the 
young surgeon, confronted by what he believes is a 
diseased organ, and recalling the variety of complaints 
of the patient, mistakenly extirpates the uterus. The 
easily accessible ovary showing an irregular and per- 
haps bluish cystic surface very often is totally removed 
in the hope that irregular and abnormal menstrual flow 
may be controlled. Yet on close examination, the organ 
is found to be physiologically sound, and no aberrations 
can be detected. The hemorrhagic corpus luteum may 
attain a reasonably large size, so that on superficial 
gross inspection the ovary appears cystic and distorted. 
The presence of numerous small and larger graafian 
follicles, if not appraised carefully, may suggest to the 
surgeon a “cystic ovary” which is diseased and should 
be removed. 


The ultimate goal to be achieved in female pelvic 
surgery is, in my belief, controlled by two important 
concepts: (1) intelligent and accurate physical exami- 
nation of the pelvic organs, not only preoperatively but 
more particularly at operation; and (2) complete and 
intensive evaluation of the endocrinologic factors which 
may influence the status of the pelvic viscera. The 
numerous and potent materials constantly being pro- 
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duced present a vast armamentarium from which pal- 
liative if not curative measures may be selected and 
employed. In a great number of cases the surgery per- 
formed is of an elective nature, so complete preopera- 
tive investigation is warranted and could be tolerated. 
Although the immediate dangers attendant upon sur- 
gery of the female pelvis have been markedly reduced 
in recent years, the potential effects of “sexual mutila- 
tion,” so vividly discussed by Morhardt,*’ present a 
problem not to be minimized. Until such time as defi- 
nite and conclusive evidence is presented demonstrating 
no abnormal sequelae following removal of pelvic or- 
gans, the preservation of tissue that is relatively normal 
is of the utmost importance. The removal of what may 
be considered a relatively unimportant organ in the 
hope that some annoying symptom may be alleviated is, 
in my opinion, not acceptable practice in the art of 
healing. 


300 Spruce St. 
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SALVAGE 
OF THE HIP 


TROY L. McHENRY, D.O., F.A.C.O.S.7 


I © COVER EVEN BRIEFLY the subject of the 


hip, with its many disturbances and difficulties from 
birth to death, would necessitate a monograph of con- 
siderable proportions. Therefore, this paper will be re- 
stricted to some of the more common problems of the 
adult, essentially, the ununited transcervical fracture of 
the femur, avascular necrosis of the head of the femur, 
and degenerative disease of the hip joint. The last is an 
all-inclusive designation covering such pathologic states 
as degenerative arthritis and other diseases of a non- 
specific or noninfectious type. 

Generally speaking, those disturbances of the hip 
coming under the jurisdiction of the orthopedic sur- 
geon, irrespective of the cause, are presented to him for 
the relief of pain, the improvement of ambulation, or a 
combination of both. Further, it might be justifiable to 
state that all of these conditions are progressive and 
irreversible. 

The objective therapy then is to make functional a 
useless extremity. The fundamental procedures consist 
of one of three basic forms: rehabilitation or recon- 
struction of the normal tissues, replacement prosthesis, 
and arthrodesis. In some instances, selection of the 
therapeutic procedure is relatively simple; in others 
considerable evaluation of the patient is necessary, for 
in essence the patient should not be adapted to a select- 
ed procedure, but rather the method of management 

*Prepared for the annual meeting of the American Osteopathic Acad- 


emy of Orthopedics, Detroit, Michigan, October 30, 1956. 
*+Dr. McHenry died October 21, 1956. 


670 


Javert, C. T., Kramer, E. E., and MacDonald, F.: Incidence of be- 
nign and malignant disease of female pelvic organs. New York J. Med. 
52:701-705, March 15, 1952. 

Leonardo, R. A.: History of gynecology. Froben Press, New York, 
1944 

Leonardo, R. A.: History of surgery. Froben Press, New York, 
1943 

Mazer, C., and Israel, S. L.: Diagnosis and treatment of menstrual 
disorders and sterility. Ed. 2. Paul B. Hoeber, New York, 1946. 

McKay, W. J. S.: History of ancient gynaecology. Bailliére, Tin- 
dall & Cox, London, 1901. 

Moore, J. J.: Century of pathology. 
1940. 

Murray, C. H.: Osteopathic gynecology; diseases of women, ob- 
stetrics, great and growing danger of newly wedded women, great danger 
of women at climacteric, how to make men respect marriage vows. Elgin, 
1913. 

Novak, E., and Rutledge, F.: Atypical endometrial hyperplasia simu- 
lating adenocarcinoma. Am. J. Obst. & Gynec. 55:46-63, Jan. 1948. 

Sadler, J.: The sicke womans private looking-glasse, wherein me- 
thodically are handled all uterine affects or diseases arising from the 
wombe; enabling women to informe the physician about the cause of 
their griefe. London, 1636. 

Singer, C. J.: Short history of medicine. 


Illinois M. J. 77:435-439, May 


Clarendon Press, Oxford, 
1928 


should be designed to create a functional individual. 
This necessitates a study of the patient’s age, tolerance 
to surgical procedures, capacity to be rehabilitated, and 
expected physical activity for the remainder of his life. 
With these factors in mind, a procedure is utilized 
which will as nearly as possible rehabilitate the patient 
to the point that he can return to a normal life and 
gainful occupation. 

Before approaching the problem of individual 
pathologic states, it might be well to review and outline 
the technical procedures which constitute a basic arma- 
mentarium and to have some discussion of the advan- 
tages and disadvantages of each. 


Types of treatment 


1. Rehabilitation and reconstruction. This repre- 
sents an attempt to normalize existing tissues or modify 
the mechanics of the tissues to make them more eff- 
cient. There are two fundamental procedures used in 
avascular necrosis and developing nonunions of the 
neck of the femur. In the former, the treatment con- 
sists of bone grafting into the avascular area, a rela- 
tively rapid and simple procedure. A guide wire is 
drilled from the subtrochanteric area and up the neck 
of the femur until the point is located in the middle of 
the avascular zone; the method of introduction of this 
wire is substantially the same as that utilized in internal 
fixation of the hip. Over this guide wire a cannulated 
burr or reamer is utilized, and a channel is reamed up 
into the avascular area. The reamer is then removed 
and a bone graft is placed, which may consist of an 
autogenous shin graft, cancellous bone pack, or bone 
bank bone. The autogenous graft is usually utilized in 
the younger patient who will withstand the additional 
surgery of removing the bone while bone bank bone is 
utilized in the more aged and debilitated type patients 
where the surgical trauma should be lessened. 

In developing nonunion of a transcervical fracture 
of the femur, particularly in the younger individual 
when an attempt is made to salvage the normal tissues 
insofar as possible, a Neufeld nail using a 3x54 pin is 
utilized. The pin is mechanically straightened to the 
point where the blade and femoral shaft section are al- 
most in a straight line and then driven up the femoral 
neck, along the inferior section, into the femoral head. 
The previous fixing apparatus, such as a Smith-Peter- 
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sen pin or screw or Knowles pin, is then removed, and 
through the center of the neck the bone is reamed up 
into the femoral head and the bone graft introduced. A 
high subtrochanteric osteotomy is then performed, the 
shaft abducted, and the femoral section of the Neufeld 
nail adducted until such time as apposition occurs. Then 
the plate is anchored to the shaft with the appropriate 
number of screws. Depending upon the degree of fixa- 
tion, early active exercises are started or Russell’s trac- 
tion utilized for a short time. 

2. Replacement prosthesis. There are many types 
of replacement prosthesis on the market today. At the 
present time, | am largely using the F. R. Thompson or 
a similar type of prosthesis. Originally the Judet type 
of prosthesis was utilized; | found it moderately suc- 
cessful but delayed complications such as marginal os- 
teophytes, soft tissue adhesion to the remaining femoral 
neck, and other restrictive elements created functional 
disturbances, associated with some late pain and re- 
stricted motion in a moderate percentage of cases. The 
majority of these complications have not been manifest 
with the more extensive prosthesis, which in my hands 
has proved more successful. 

While on the subject of the replacement prosthesis, 
mention should be made of cup arthroplasties and simi- 
lar procedures. A number of years ago, before replace- 
ment prosthesis became an entity, | utilized this type of 
procedure but discontinued its use because of a rather 
large percentage of unsatisfactory end results. This in 
itself does not necessarily condemn the procedure. 
Those exponents of cup arthroplasty who have been 
using this procedure for many years and have de- 
veloped technics and refinement which make it success- 
ful still report a high percentage of satisfactory end 
results. However, the average orthopedic surgeon— 
and this refers not only to myself but to many others 
—should approach the procedure with caution and 
utilize it only in exceptional, highly selected cases. 

A beautifully executed technical procedure of re- 
placement prosthesis does not in itself guarantee a satis- 
factory end result. It must be performed on a patient 
with the mental and physical stamina to make him capa- 
ble of rehabilitation. A patient who will not cooperate 
in the postoperative phase is doomed to enter the classi- 
fication of a surgical failure. Likewise, the success of 
replacement prosthesis procedures performed on ex- 
tremities with weak muscular apparatus, marked atro- 
phies, or congenital disturbances which over the years 
have prevented adequate muscular rehabilitation and 
activity is jeopardized so far as the final result is 
concerned. 

3. Arthrodesis. The surgical fusion of a joint that 
is otherwise somewhat mobile, even though painful, re- 
quires considerable discussion and salesmanship to 
many patients, particularly younger individuals. It is 
hard for the layman to conceive that a stiff but painless 
hip will produce a useful extremity that will withstand 
the trials and tribulations of daily activities without 
symptoms. Surgical fusion permits comfortable and 
prolonged standing and moderate ambulation ; however, 
the necessity of swinging the pelvis for ambulation re- 
quires that in the approach to a patient where arthro- 
desis is anticipated it is essential to evaluate the general 
over-all mechanics, with specific attention to the low 
back and its ability to compensate. Patients with severe 
scoliosis, rather extensive arthritis of the lower lumbar 
spine, or major developmental or congenital anomalies 
such as spondylolisthesis may, in spite of a satisfactory 
surgical procedure on the hip, have secondary symp- 
toms of considerable severity in the low back. 
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The technics of arthrodesis described in the litera- 
ture are multitudinous, and the average orthopedic sur- 
geon, unless associated with large and extensive clinics, 
county hospitals, et cetera, should select perhaps one or 
two procedures and become proficient in their use. I 
suggest the following two alternate procedures as satis- 
factory for 90 per cent of cases: One such procedure 
is a combination intra-articular and extra-articular 
arthrodesis, in which the hip joint is disarticulated 
through an anterior Smith-Petersen approach. The 
acetabulum and femoral head are denuded of their car- 
tilage, the hip reduced, and by the use of an intrapelvic 
approach the hip is transfixed with two or three large 
screws plus 1 leofemoral graft. A spica cast is applied 
until the arthrodesis is solid. This procedure, although 
effective, requires considerable recumbency and _ inac- 
tivity and may lead to systemic stagnation in the older 
patient. 

An alternate procedure is the surgical approach to 
the hip joint in the same manner as described above 
with denudation of the acetabulum and femoral head 
and, following reduction, the driving of a long Smith- 
Petersen pin applied by about the same method as that 
used in pinning a hip, well up and into the acetabulum. 
Then a high subtrochanteric osteotomy is performed, 
and the patient is placed in Russell’s traction. This 
procedure, by use of osteotomy and internal fixation, 
permits the femoral head to lie immobile in the acetabu- 
lum without the constant motion and strain of the long 
extremity throwing leverage through this area. This 
permits an uninterrupted union between the femoral 
head and the acetabulum, and union of the subtro- 
chanteric area occurs after several weeks. The two 
areas are synergistic in their stimulus to arthrodesis, 
but several weeks without leverage strain through the 
acetabular area should be permitted. This procedure 
allows a certain amount of leeway in movement on the 
part of the patient in nursing, and although it requires 
more prolonged hospitalization than the former, it is 
more satisfactory in the aged patient. 


Avascular necrosis of the femoral neck 


The majority of cases of avascular necrosis usual- 
ly occur following union of a transcervical fracture of 
the femur in the elderly, and frequently do not become 
clinically or roentgenologically manifest until more than 
a year following the injury and the fixation. In the 
younger individual, this complication is prone to occur 
following dislocation of the hip or some similar type of 
trauma, and again it usually manifests itself late rather 
than early. 

Common practice dictates that patients who develop 
the condition be placed on crutches without weight 
bearing to prevent trauma to the avascular area and 
subsequent collapse of the articular surface of the 
femoral head which will result in irregularity or incon- 
gruity of the joint. In my experience, it takes from 2 
to 3 years under such simple treatment for adequate re- 
generation to occur, if it is to occur. However, recon- 
stitution, revascularization, and reorganization of the 
bone do occur, and many times local deformity within 
the head will take place, which in itself creates a hazard 
to the future of the joint. 

It is felt that a much more vigorous and prophy- 
lactic approach than placing the patient on crutches is 
necessary, and it is my opinion that in the early phases 
of this condition, before any gross deformity of the 
femoral head develops, bone grafting procedures are 
well merited. Such a surgical approach will not mate- 
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rially influence the activities of a patient who would be 
on crutches for an indefinite period. In any case, the 
chance of prevention of delayed and subsequent de- 
formity and speeding up the recovery time seem ade- 
quate justification for early performance of this pro- 
cedure. The technic utilized has been described earlier 
in this paper. 


Ununited fracture of femoral head 


This particular problem is ever-present in ortho- 
pedic practice and while it occurs occasionally in the 
relatively young, it is most commonly present in the 
aged. In years past, this problem of the aged was al- 
most insurmountable. Subsequent union was rare and 
those procedures designed to correct nonunion involved 
a considerable period of confinement, potential stagna- 
tion of the patient, moderate mortality, and high mor- 
bidity ; consequently many of these people were rele- 
gated to wheelchair invalidism. Today, however, the 
use of replacement prosthesis has permitted a substan- 
tial degree of rehabilitation. 

Generally speaking, it takes several months for the 
average transcervical fracture to unite solidly for weight 
bearing. If nonunion and absorption of the neck are to 
occur, they usually occur within the first few months 
and except in the extremely aged and debilitated patient 
tolerance to this procedure is present to an adequate 
degree. This procedure permits weight bearing within 
a few weeks following surgery and, generally speaking, 
after its use the patient will be bearing weight just as 
soon as if the fracture had gone uninterruptedly to solid 
union and, in some cases, sooner. In those patients with 
the will to return to activity and the physical stamina 
to cooperate on rehabilitation programs, a useful al- 
though not normal ambulatory extremity should be 
possible. 

The younger and more vigorously active patient 
faced with the same problem requires more careful con- 
sideration of the procedure and of the future. With 
viable osseous tissues the primary approach should 
probably be more that of salvaging the normal tissues 
than of replacement prosthesis. The younger person 
can tolerate longer confinement and secondary surgery 
and, if it should become necessary, a minor gamble may 
be justified to salvage normal tissues. 


The younger patient with transcervical fractures 
should be checked by x-ray at more frequent intervals 
than the aged. At the first signs of developing non- 
union, the surgeon is faced with a decision as to wheth- 
er to continue waiting watchfully or to institute imme- 
diate action. If only the signs of developing nonunion 
are present, or perhaps signs of delayed union, then 
continued watchful waiting may be the procedure of 
choice. However, should the younger patient show the 
first signs of femcral neck absorption, it would prob- 
ably be advisable to institute rehabilitative surgery im- 
mediately ; at this stage salvage is possible, but if such 
action is delaved until gross neck absorption has oc- 
curred and redisplacement of the femoral head is a po- 
tential, technical difficulty at the time of surgery and 
disturbance of local function may prevent subsequent 
union. It is suggested that at the first sign of nonunion 
with early neck absorption in younger patients bone 
graft and subtrochanteric osteotomy be performed. The 
chance of union and a satisfactory hip is good under 
these conditions, in spite of the fact that subsequent 
x-rays show a somewhat bizarre anatomic relationship. 
A functional extremity under these circumstances is 
probably better than replacement prosthesis. 
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Degenerative disease of the hip 


For purposes of this paper, degenerative disease of 
the hip will include all types of degenerative changes of 
noninfectious and nonspecific character, irrespective of 
etiology. Into this category come such conditions as 
malum coxae senilis and similar types of degenerative 
arthritis, arthritis following trauma and/or dysplasias 
of the hip, the final result of Perthe’s disease, slipped 
capital femoral epiphysis, et cetera. Here again as con- 
sideration ranges from the aged to the younger individ- 
ual, evaluation becomes progressively more critical. 
The majority of these cases are irreversible and most 
of them progressive. 

In those degenerative diseases where there is mini- 
mal joint disturbance, restricted basically to narrowed 
interspace and minor irregularities of the joint surface, 
conservative care in the form of rehabilitation, physio- 
therapy, and intracapsular injections of procaine hydro- 
cortisone may give good symptomatic relief for an 
indefinite period. The use of oral and hypodermic 
agents, however, has not proved successful. 

The patients with marked disturbance of the joint, 
irregularities of the joint and femoral head, et cetera, 
where the degenerative process has entered into the 
subchondral zones, palliative relief is minimal, and the 
condition must be attacked by one of the surgical pro- 
cedures. In the older patient where there is adequate 
acetabulum present to accept it, replacement prosthesis 
probably is the most satisfactory procedure. It permits 
a rapid reactivation of the patient and will give a serv- 
iceable extremity for the remainder of the patient’s life. 
In the younger individuals much more consideration 
needs to be given to future activities, and an extremity 
must be designed to meet the requirements of the daily 
activity of this patient. 

Two patients with a similar condition but different 
occupations or daily activities may require diametrical- 
ly opposite procedures. For instance, a 40-year-old ma- 
chinist who is required to spend 8 hours of the day 
standing and moving around machinery requires an ex- 
tremity that will withstand, without symptoms, this 
type of activity. In this case arthrodesis of the hip 
would probably be the most satisfactory procedure, for 
the patient can easily adapt to minor changes of sitting 
position during his leisure activities. On the other hand, 
a female of approximately the same age whose occupa- 
tion is sedentary, such as a typist or stenographer, 
whose daily activity requires approximately 8 hours in 
a chair, needs a procedure which will permit flexion of 
the hip in comfort during this 8 hour period. The 
capacity of the extremity to tolerate ambulation can be 
a secondary consideration because it is not essential to 
the patient’s activities, and the degree of physical ac- 
tivity and ambulation can be geared to the patient’s 
tolerance. In this patient, replacement prosthesis prob- 
ably offers the most satisfactory method of manage- 
ment. These two cases are presented as demonstrations 
of the thinking processes that must be utilized in con- 
ferring with patients as to the procedure to be employed. 


It should always be remembered that no type of 
procedure normalizes a diseased hip; therefore, frank 
and open discussion with the patient is essential. It 
must be pointed out that use of any type of replacement 
prosthesis is a compromise measure to produce a joint 
between totally disabled and totally normal, and the pa- 
tient must be forced to accept the fact that after recon- 
struction disturbance of one form or another will be 
present for the rest of his life. Further, no procedure 
will be successful unless the patient himself can and 
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will actively participate in the postoperative rehabilita- 
tion program. 


Summary 


This paper has attempted to present the more com- 
mon disturbances involving the hip in the adult and 
some of the procedures utilized in the management 
thereof. The most commonly utilized procedures are 
rehabilitation by bone graft with reconstruction by 
prosthesis or stabilization by arthrodesis. However, 
any and all reconstructive or arthrodesis procedures are 
doomed to failure unless the patient has the capacity 


and the will to assist in the rehabilitation program. 

Normal or almost normal tissues, irrespective of 
the advances made today in surgical procedures, still 
are more satisfactory anatomic structures than any arti- 
ficial apparatus yet devised, and every effort should be 
made to salvage or reutilize reasonably adequate human 
tissues. 

The orthopedic surgeon should attempt to utilize 
those procedures within his capabilities and perfect a 
few satisfactory technics unless he is associated with 
clinics with a large volume of cases where use of diver- 
sified technics may be practical. 


The P HYSICIAN he role in 
Pp REMARITAL counseling* 


WALTER ORNSTEIN, B.S., M.C., D.O. 


San Diego, California 


L, IS A SAD COMMENTARY On the progress in 
certain phases of medical education that premarital ad- 
vice today is still inadequate, and is carried out in the 
most superficial and unenlightened manner. Unfortu- 
nately, many physicians are themselves ill-informed 
on the subject and are therefore unable to handle it in 
a competent and realistic way with their patients. It is 
to be hoped that in the near future medical educators 
will see fit to include adequate courses in sexology in 
medical schools, as this study, after all, deals with the 
nainspring of life. 

It seems obvious that the physician, who has the 
most opportunity for contact with people about to be 
married and is the person most frequently asked for 
advice by them, is in the best position to prevent the 
dissemination of the great fund of misinformation con- 
stantly circulating about married sex life. He could 
thus prevent most of the subsequent maladjustments, 
neuroses, and psychosomatic manifestations arising out 
of this well of ignorance. It is, however, an unfortu- 
nate fact that many medical men are well versed in only 
the knowledge of the physiologic and anatomic func- 
tions of sex, and are inclined to approach the personal 
or psychologic aspect of this subject with an uneasy 
mental attitude. It is indeed time that this evasive and 
irresponsible attitude is discarded. 


Counseling the bride: emotional aspects 


Proper advice should start no later than the time 
the patient comes with a request for a premarital 
Wasserman test in order to fulfill the legal requirement, 
which is now usual in most States. The physician 
should at this time take a thorough history of his pa- 


*Presented at the annual meeting of The American College of Osteo- 
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tient, including family background. He should take the 
lead in opening the subject of sex in marriage, and he 
may find it necessary to be insistent, in a tactful way, 
in order to give his patient the courage to express her- 
self freely in a way she would never be able to do 
unless given such an opening. Premarital advice should 
consist of two facets: (1) questions asked by the pa- 
tient and answered by the physician; and (2) an ex- 
planatory talk given to the patient. 


Most clinicians, psychologists, and counselors will 
agree that there is an almost universal misunderstand- 
ing of the male and female differential. Most of the 
differences are looked upon from a strictly physical 
viewpoint without consideration of the much more im- 
portant emotional factor. 


It must be emphasized to the future bride that the 
two sexes are mutually dependent and complementary, 
and that neither sex is superior to the other, but they 
have been differentiated by Nature in order to better 
work individually in certain fields where this difference 
is a distinct advantage. 


The woman should be made to understand that the 
male has an essentially greater tendency to aggressive- 
ness in sex and a higher responsiveness to sex stimula- 
tion than the female. The modern woman, becoming 
more and more active in the traditional sphere of the 
male, must be made fully aware that there are certain 
areas where she and her future husband should come 
together not as rivals, nor even as equals, but as two 
differing portions of a single structure. The marriage 
cannot function properly unless each partner plays the 
part to which he or she is best suited by Nature. 

The woman who thinks she must feel and react 
sexually in the identical way as does her husband is 
suffering from one of the common misconceptions of 
the times, and is headed for severe trouble in adjusting 
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to marriage. This one factor can lead to many neurotic 
conditions and is often the basis for a dangerous in- 
feriority complex. 

Home and school should be the ideal source of 
proper preparation and understanding of the essential 
differences between male and female. Unfortunately, 
however, the information derived from these sources 
is often inadequate, garbled, or altogether absent. When 
this is the case, counseling can be a great aid in read- 
justing and re-evaluating some of the erroneous as- 
sumptions, especially those absorbed in the home. Since 
home is the first, and usually the longest lasting influ- 
ence in life, here will be the basis of experience with 
marriage. The examples set by parents, plus informa- 
tion offered or withheld by them regarding sex, can 
point the way to happiness or misery for the future 
bride and groom. It is known that children of happily 
married parents tend to carry on the tradition of com- 
patability, while children of broken or unhappy homes 
frequently fail, often because they enter marriage with 
preconceived attitudes absorbed from their parents. 

The mother who has been embittered by an un- 
happy marriage is sure to have passed her particular 
grievances on to her daughter, who may seem to ignore 
them, but has usually been influenced by them subcon- 
sciously and will react as did her mother when a 
comparable situation arises in her own marriage. The 
counselor who has informed himself of his patient's 
background will know how to alert the prospective 
bride to these pre-established patterns, so that she may 
be on guard against the repetition of her mother’s mis- 
takes. 

Another point on which many brides need _ reas- 
surance is the morality of her natural desires. There is 
no other biologic function which is dragged through 
the gutter more than is the sex act. The normal bio- 
logic union of male and female seems to have created 
a complex of adverse reactions which manifest them- 
selves in fear and shame, aggravated by a complete 
hypocrisy which shrouds the sex act in a veil of im- 
morality. It is only in recent years that this stigma 
is being lifted, and it is being openly recognized that, 
while the basic purpose of sexual relations is doubtless 
directed toward procreation of the race, there is a 
second factor which cannot be ignored. 

In the light of objective observation it must be 
conceded that there is a strictly sensual desire, which 
can be classed as a basic appetite present in man and 
certain other of the higher primates, and which func- 
tions irrespective of procreation. It is the misunder- 
standing of this second factor which has given rise to 
the fears, frigidity, and a whole gamut of neuroses 
that have arisen to plague the marital state. 

In order to circumvent the pitfalls which lie in 
wait for the inexperienced woman, she needs to have 
this characteristic of her sex life explained in a con- 
vincing and scientific manner, since it is important that 
she have no feeling of guilt because of her enjoyment 
of sex. Unless she has a very deep seated neurosis 
already established, it will not be too difficult to lead 
her into a sensible state of mind: to cooperate with 
the natural urges of her body, and to accept the 
premise that the sex life of the married should be an 
expression of closeness, mutuality, and an extension of 
the highest type of love—in other words, that it is 
desirable, clean, and moral. 


Counseling the bride: physical aspects 


Having prepared his patient by a discussion of the 
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emotional factors involved, the physician may then 
proceed to a detailed presentation of the physical 
aspects of marriage. 

The physician must first realize that most people 
are abysmally ignorant of the structure and function 
of their own bodies, and because of long-standing social 
taboos are particularly uninformed in the realm of sex. 
They will more often than not be unable to express 
themselves regarding their sex organs because they 
actually do not know socially acceptable terminology. 
They may employ a childish label, one used in vulgar 
language, or slang, but cannot express themselves in 
the dignified terms which would automatically elimi- 
nate the embarrassment which accompanies vulgarity 
in speech. 

Women are under a greater handicap since they 
are seldom inclined to use such common language, as 
men feel free to do, especially in the presence of a 
professional person whom they respect. Many women 
are so inhibited in this area that they are literally left 
speechless when they have occasion to discuss as inti- 
mate and personal a matter as sex, even in the presence 
of a family physician. 

It is wise, even with the well-educated patient, to 
give brief instruction in terminology. This should in- 
clude not only the anatomic names of the sex organs, 
but also the proper terms used in describing the actual 
performance of the sex act, so that the patient may 
understand clearly to what the physician is referring 
during the remainder of the counseling session. 

The physician should then proceed with his ex- 
planatory talk, giving the patient ample opportunity to 
question him as each phase of the subject is presented. 

The inexperienced woman should be informed 
about the topography of her genital organs. She should 
be shown, by aid of charts, the location and appearance 
of the clitoris, labia, vagina, cervix, tubes, and ovaries, 
and given an explanation of the function of each, and 
of how conception takes place. One of the major fears 
of the virgin is pain at defloration. Careful inspection 
of the hymen is advisable, so that excessive firmness 
may be remedied by dilatation or by incision if neces- 
sary. Manual dilatation by the patient herself, in easy 
stages, may be of help in overcoming fears, and will 
at the same time familiarize her with the patency and 
direction of her vagina. 

Details of coital technic are usually and erroneous- 
ly regarded as the sole responsibility of the husband. 
It is now recognized that much of the strain of first 
night intercourse can be avoided if the bride has had 
previous instruction by a counselor. Various positions 
should be described and shown with the aid of charts 
such as the “Coital Posture Diagrams” by Dickinson. ' 
The woman should be told how to cooperate with her 
husband’s caresses, and that she must feel free to guide 
him when necessary. She can be of great help to a 
nervous bridegroom in letting him know her pleasure, 
and she may be able to save both partners from em- 
barrassing failure by her tact and gracious acceptance 
of-his approaches. 

The patient should be made aware of the existence 
of the erotogenic zones of her body, and she should 
be informed that it is good practice to guide her partner 
to these areas, so that both may derive more pleasure 
from their relationship. She should be told that the 
female is slower to arouse sexually and also is slower 
to achieve orgasm. She must be warned that she may 
not arrive at the climax for days or even weeks after 
she becomes a bride. The young wife is very prone to 
feel that she is abnormal or is failing her husband in 
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some way if she does not achieve an orgasm at first 
contact. 

It is now quite well established that the female 
has two peaks of sex vitality in each 28-day cycle. One 
occurs 2 to 3 days prior to menses and for a few days 
immediately afterward; the second appears about the 
fourteenth day after menses. The length of each peak 
varies with the individual and may also be influenced 
by external factors which will alter the situation. How- 
ever, if the bride is made aware of the existence of this 
cycle, it will help her to evaluate her sexual response 
and may relieve her of much unnecessary anxiety. It 
should be emphasized that, to the woman, the affection, 
love play, and above all the feeling that she is greatly 
loved and desired are sometimes sufficient compensation 
for the lack of complete climax and that a relaxed and 
unworried attitude will be far more conducive to 
achieving orgasm than will desperate straining and 
anxiety. 

It should be explained to her that the female has 
no ejaculation such as occurs in the male, but that the 
free flow of mucus about the genital region is a form 
of lubrication and has no other function. She should be 
further advised that it is not harmful to indulge in 
coitus during her menstrual period if she desires to do 
so—in fact, this may even relieve extreme tension ex- 
perienced by some women at this time. A small pre- 
coital douche will usually make the contact esthetically 
acceptable to both partners. 

The counselor must bring to light certain strong 
attitudes, entrenched shames and inhibitions, and areas 
of ignorance, and he must describe various erotogenic 
practices in order to dispel the atmosphere of secrecy 
surrounding them. Because the female is usually less 
experienced, or at least is not accustomed to speaking 
about it, the problem of advising her is somewhat more 
important as well as more complicated than that of ad- 
vising the male. This greater complexity of the female 
nature, both physical and psychologic, and its effect on 
every facet of marital existence must be exposed in 
detail to the prospective bride lest lack of this essential 
knowledge cause deep unhappiness and maladjustment 
as the marriage continues. 

The question of contraceptive methods will usually 
be raised by the patient herself, and she should in any 
case be given complete instruction in the various meth- 
ods used. The diaphragm is most efficient, but where 
this cannot immediately be fitted, the condom is used 
until the hymen is-dilated sufficiently to permit use of 
the diaphragm. Where religious scruples do not permit 
the use of mechanical means, the Ogino-Knaus method 
of rhythm control can be suggested and carefully ex- 
plained.? 

The woman should be advised not to delay preg- 
nancy for too long, since children will cement the family 
unit and round out the marriage. Also, childbearing as 
well as child-rearing are easier when the couple is 
younger and the marriage is in a reasonably early stage. 
However, socioeconomic conditions must be considered 
by the couple, and their decision on when to have a 
family should be based on these factors as well as their 
own desires. 


Counseling the groom 


Up to this point, advice and guidance of the female 
has been stressed because of the direct relationship to 
the subject of gynecology. This does not mean, how- 
ever, that counseling the future bridegroom is without 
importance or that it can safely be neglected. The ques- 
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tion arises at this point as to whether or not the male 
should be automatically referred to a urologist for pre- 
marital instruction. From an objective viewpoint this 
would seem to defeat the purpose of the entire proce- 
dure, since the chief goal in counseling is to bring two 
individuals into mental, emotional, and physical rapport 
with each other. This could certainly be better done if 
the counseling were carried through by one person 
rather than two separate sources; if two counselors 
were involved, the couple would have to carefully cor- 
relate their information and attitudes toward the entire 
subject. If, in the course of history taking and exami- 
nation, a definite physical reason for urologic consulta- 
tion arises, then proper referrals should be made, but 
routine premarital counseling is far more effective 
when coming from a single source for both partners. 

The groom should be fully appraised of the differ- 
ent reaction time between male and female, as few men, 
even those with considerable sex experience, are aware 
of the true circumstances surrounding the female or- 
gasm. Most male premarital sex contacts are likely to 
have been with experienced women who are quite 
capable of prompt response to stimulation or are adept 
at faking the reactions expected during orgasm. When 
the male is confronted with the handling of an innocent 
and often ignorant bride, who is almost always in a 
state of high nervous tension and embarrassment, he 
needs all the help available in order to control the situa- 
tion, as well as himself, so that his married sex life 
may be benefited by a favorable beginning. 


It is well to instruct the man in female anatomy, 
with particular attention drawn to the female eroto- 
genic zones. Even the experienced male will not be 
harmed by a discussion of this subject; he should be 
shown the coital position diagrams and given instruc- 
tion similar to that imparted to his prospective bride. 
He must be cautioned that his stimulation and response 
vary greatly from those of the female and that he can- 
not expect from her the constant readiness of which he 
is capable. He should be warned that his approach to 
his wife must never hint of the vulgar or profane, but 
should be associated with expressions of affection and 
regard. He ought never to reproach her for lack of re- 
sponse when he knows she is tired or emotionally dis- 
turbed, but should try to sooth and comfort her with 
gentle caresses which will often bring about the very 
result he originally desired and will still leave his bride 
feeling cherished instead of abused. The achievement 
of this type of a relationship between partners is the 
basic foundation for a happy marriage. 


Counseling the couple 


Both partners should be reminded that lack of 
orgasm does not mean lack of affection and, even if 
infrequent in the female and seldom simultaneous, is 
not an insurmountable problem requiring the imme- 
diate use of hormones or a trip to the psychoanalyst. 
With patience and proper investigation of causes, a 
solution will be found or an adjustment made, and a 
marriage saved from disaster. 

Both individuals should be cautioned that it is not 
always necessary for the partners to know each other’s 
previous experiences, because some husbands and wives 
are unable to tolerate such knowledge. Though they 
may even urge their mates to relate former sex expe- 
riences, they will too often store up this acquired his- 
tory to use as ammunition in future quarrels. This is 
an unfair but common practice among couples who 
have indulged in the dangerous luxury of “confession.” 
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The situation is usually not too serious where the 
man is concerned, since the so-called double standard 
gives him the privilege of openly admitting to premarital 
relations without fear of any attached stigma. In fact, 
unless he is notorious for his escapades, his bride is not 
likely to resent his past unless he dwells on it unduly 
or commits the unforgivable rudeness of comparing her 
unfavorably with previous sex partners. 

On the part of the woman, however, she is well 
advised to keep her past sex life to herself, even if it 
occurred only in a former marriage. This is true be- 
cause the male is psychologically less able to ignore his 
rivals of former days, partly because of his desire for 
possession of his partner and partly because of a sub- 
conscious fear of adverse comparison. In some men 
this jealousy of the past extends to cover the most 
innocent relationships, which he distorts in his imagina- 
tion into full-fledged affairs. The counseler is therefore 
wise to recommend to the bride that she is better off 
never to volunteer details of her former sex life unless 
absolutely necessary, because of resulting circum- 
stances. If the new husband questions her, she should 
be advised to answer truthfully, but as briefly as pos- 
sible without seeming evasive. Even better, she should 
tell him that she prefers not to speak about it, as she 
is starting a new life with him and wants to forget 
the past. 

When the counselor has properly prepared both 
the future partners, as suggested above, there remains 
only a brief discussion of honeymoon problems to pre- 
sent. The couple should be warned of certain pitfalls 
inherent in the custom of the honeymoon which are 
seldom pointed out to the bride and groom. First of all, 
it should be suggested to them that if they have been 
undergoing the strain of a formal wedding with its ac- 
companying parties, rehearsals, general overstimulation, 
and lack of sufficient rest, both partners are likely to 
be in such a state of nervous tension and sheer exhaus- 
tion that the first night attempt at coitus may be a total 
failure. They should be advised that under these cir- 
cumstances they will achieve much more if they do not 
persist in their efforts, but, with affectionate closeness 
and understanding, get a good night’s sleep and then 
begin their sexual adjustment when they are refreshed 
and in a more normal condition. This restraint will pay 
such large dividends that it cannot be overemphasized. 

Where the foregoing problem is not an issue, there 
are still certain important points to consider, such as 
the need to have absolute privacy during their first 
attempts at coitus; they should try for the first days of 
marriage, if at all possible, to get away from their usual 
surroundings. They should attempt, however, to find 
a place where there will be some form of diversion 
readily available, so that they can be together yet begin 
their social adjustment as a married couple. 

The partners ought also to be warned that over- 
indulgence may occasionally result in a so-called honey- 
moon cystitis which can be very embarrassing and 
uncomfortable to the bride. If they are made aware 
of this condition and its symptoms and prognosis, they 
may be spared a great deal of fear and misery. 

Finally, it cannot be too often repeated that pa- 
tience, tact, and affectionate consideration are the key- 
notes of a successful start in marriage. 


Counseling for second marriage 


In conclusion, it would be well to touch briefly on 
the problem of counseling the previously married wom- 
an. The inclination is to assume that because of former 
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experience the woman is automatically well versed in 
the marital relationship. It is, however, just as vital to 
question her attitudes toward sex as it is to give basic 
education to the completely uninitiated. 

If her past experiences have not been satisfactory, 
the cause may well have been lack of proper prepara- 
tion and continued lack of knowledge, either on a physi- 
cal or a psychologic basis. Counseling can do much to 
relieve her possible difficulties and to insure a satisfac- 
tory second marriage. If the previous marriage was a 
happy one, it is well to remind the patient who is pos- 
sibly middle aged by now, that she is dealing with a 
different partner and relationship. She should be 
warned against the pitfalls of transferring her previous 
experiences into the new and different setting, which 
sooner or later could create tension and dissatisfaction 
by perpetuating the past in what should be a dynamic 
and independent new experience. 


Summary 


The physician is ideally placed to give complete 
premarital counseling and should be prepared to offer 
his services. Many physicians overlook their duties and 
opportunities in this field because of lack of under- 
standing of its importance. Counseling should be thor- 
ough, covering both the physical and emotional aspects 
of marriage. Both male and female should be advised 
of their own and their partner’s anatomy and physi- 
ology. Other than this, the object of counseling should 
be to make the couple aware of the male-female differ- 
ential and sex response to give them an understanding 
of the true status of sex life in its procreative and 
sensual phases, to explain the different contraceptive 
methods, and to discuss practical considerations such as 
hygiene and the avoidance of certain pitfalls of the 
honeymoon period. The counselor should not overlook 
the necessity of advising the previously married woman 


who is entering a new partnership. 
3994 Park Blvd. 
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MIGR AINE, with special reference 


to relation to occlusal disharmonies 


MATTHEW EISENMAN, D.D.S. 


Wilmington, Delaware 


I... PAPER IS concerned with a certain 


kind of head pain termed migraine which is not too well 
understood and is often misdiagnosed. The term “mi- 
graine” has been used to cover a variety of symptoms. 
The condition should, I believe, receive the attention of 
both dentist and physician. Too often the teeth are 
left entirely to the dentist when in reality there exists a 
natural inter-relationship between the medical and den- 
tal professions in regard to the biologic significance of 
the tissue and function of the mouth in health and 
disease. I shall attempt to show that migraine is a case 
in point. 

The total welfare of the entire body should always 
be considered by both dentist and physician. In this 
discussion of migraine, the fundamental concept of den- 
tistry that a healthy, functioning mouth is vital to the 
health of any patient is paramount. Disorganized, dis- 
eased, and mutilated or misdirected masticatory forces 
must be brought into proper relationship, thus prevent- 
ing further breakdown. 

The competent dentist knows that his therapy has 
just begun when he extracts a diseased tooth. Every 
dental procedure from the diagnosis of malocclusion to 
selective grinding, ridge and gingival surgery, operative 
dentistry, fitting of partial dentures of the fixed and/or 
removable type, care of the root canal and _perio- 
dontal treatment must be employed as indicated for the 
restoration of the mouth to normal masticatory func- 

The importance of a healthy functioning mouth 
cannot be overemphasized. For example, among the 
nervous disorders attributed to mouth infections are: 
malaise and early fatigue ; neuritis, neuralgia, and neu- 
rasthenia; mental depression ; dizziness ; frontal, verti- 
cal, and occipital headaches; painful spine; insanity ; 
chorea; and paralysis and psychosis resulting from 
debilitating anemias, in turn resulting from long-stand- 
ing and toxic absorption. Removal of oral sepsis has 
produced favorable results in many of these conditions. 


Symptoms, etiologic factors 


Migraine has been defined as a periodic cephalalgia 
characterized by the absence of any local lesions which 
might occasion headaches and peculiar as regards the 
visual symptoms and psychic phenomena which may 
accompany it. All migraine, except that of the abdomi- 
nal type, is said to be characteristically periodic, and 
one definition of the condition is a periodic headache 
caused entirely by eyestrain. The term “ophthalmic 
migraine” is somewhat superfluous because it is merely 
a separate name for the periodic headache associated 
with visual disturbances such as scintillating scotoma- 
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ta." Migraine is also defined as a headache that persists 
or occurs intermittently, more or less limited to one 
side or half of the head. This does not really describe 
the severe unexplained constitutional disturbance with 
which the name “migraine” is properly connected. 

It is obvious that many factors must be considered 
in establishing the cause or causes of migraine. Patients 
may experience vague feelings of malaise for a variable 
number of hours. Severe pains of great intensity then 
develop, sometimes gradually and sometimes with great 
suddenness. Pain is usually intense across the fore- 
head, but may be focused back of the temporal region 
and limited to one side. In any individual, the pain is 
usually in the same place in every attack. Pain is se- 
vere, incapacitating, and aggravated by such environ- 
mental annoyances as jarring movements, bright light, 
and loud sounds. The attack is never febrile; the pulse 
may be slow. The duration may be from 1 to 3 days, 
but occasionally is only a few hours. Invariably there 
is nausea, vomiting, or retching. Attacks recur at vary- 
ing intervals, once or twice a month or even weekly, 
and in women are apt to coincide with menstruation. 
Occasionally, pallor or redness of the face, dilatation 
of the pupils, and excessive salivation may be observed. 
One or more ocular muscles are sometimes paralyzed, 
mainly those supplied by the oculomotor nerve. The 
most definite explanation of this condition is based 
upon vascular spasms; eyestrain can be a factor in the 
causation, and refraction of the eyes may in some 
cases alleviate it. 

According to Buchanan,** migraine can be shown 
to be hereditary in every instance if heterozygous in- 
heritance is carefully considered. The hereditary factor 
in “migraine families” is the anatomic structure of the 
base of the skull and particularly that of the sella 
turcica. Buchanan’s conclusions are that a constitu- 
tional kinship between migraine and epilepsy exists and 
that migraine and epilepsy are transmitted from gen- 
eration to generation as a result of the same underlying 
factor in the germ plasm. 

In the old conception, migraine is explained on the 
basis of injury, excessive work, or exhausting disease, 
but new ideas relegate such factors to a secondary 
place. Excessive work and the ill effects of exhausting 
disease can be fully corrected without relieving the mi- 
grainous constitutional syndome. It has been thought 
that migraine is definitely anaphylactic in nature, com- 
parable to hay fever and asthma. The patient may also 
have immunity even when nerve strain exists and not 
have an attack. 

Other investigators’ have considered food as a 
contributing factor. Such migraine attacks may be 
classified as: (1) those associated with intake of more 
carbohydrates than can be utilized, (2) those associated 
with the intake of animal food either in excess or of a 
type which sets up a specific reaction, (3) those few 
associated with true internal toxemia caused by decom- 
position products of protein digestion which are really 
related to histamine, and (4) those associated with 
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Fig. | 
Fig. |. Straight septum and turbinates are seen in correct relationship. The 
pillar is vertical, The septal pillar forms a thin wall which separates the 


metabolic abnormalities which require complete avoid- 
ance of purine-containing food. There are other classes 
of foods which invariably precipitate attacks of mi- 
graine in predisposed individuals, such as iodine-rich 
substances like fish and clams and occasionally spinach 
in excess. There are other observers who feel that the 
causation of migraine is preponderantly endocrine in 
nature. Women are two or three times more apt to 


have migraine than men.* 

According to Merritt and Sciarra,’ paroxysmal 
headaches, often unilateral, preceded by an aura and 
accompanied by vomiting, are recognizable as migraine. 
Occipital headache occurring on awakening and declin- 
ing as the day wears on usually is due to hypertension. 
Headache persisting without remission for weeks and 


months and not accompanied by other manifestations of 
disease is commonly due to an infection of the deep 
structures of the neck and head, such as myofibrositis. 
Occasionally the headache is abrupt in onset, following 
sudden movements, indicating a traumatic lesion. Here 
it should be ascertained whether there has been a shift 
of the sphenoid bone and a fixation of the horizontal 
plate of the palatine bone, thereby causing fascia ten- 
sion and pull which definitely involve the deep struc- 
tures of the head and neck. 


Fig. 3, Locating horizontal plate of the palatine bone. Fig. 4. In normal 
breathing, the horizontal plate has a rocking or floating action which can be 


Fig. 3 


Fig. 2 


nasal cavities. Fig. 2, The pterygoid process of the sphenoid is designated 
by the pointer. 


Common means of treatment 


Many physicians and dentists are inclined to seek 
a specific remedy for each headache syndrome and give 
little thought to the general health of the patient. In 
many instances, headaches are likely to be more fre- 
quent and severe when the patient becomes nervous, 
tired, or sick. A well-rounded diet, adequate rest, a 
reasonable amount of physical exercise, and discussion 
of the more obvious sources of anxiety are indicated in 
all cases of chronic recurrent headaches. Suitable per- 
sonal hygiene, regularity of meals, avoidance of hurry 
and strain, and abstention from worry are all important 
measures. Relief may be obtained by application of 
cold head compresses, hot footbaths, or taking of as- 
pirin or similar products. Narcotic drugs should be 
avoided because of the danger of addiction. 

DeJong* believes that treatment of so-called mi- 
graines should be initiated as soon as possible, and in 
the various degrees of the attack. He resorts to injec- 
tions and medications such as ergotamine tartrate. 
Dynes’ distinguishes between ordinary headaches and 
tension headaches, the type usually seen in individuals 
who are nervous and tense and who frequently have a 
variety of other symptoms of emotional instability. The 


palpated by the index fingers during the diagnostic procedure. Fixation of 
the pterygoid process and the horizontal plate may result in pain. 


Fig. 4 
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Fig. 5 


Fig. 5. Right side; index finger locating and palpating pterygoid process of 
the sphenoid bone, which can be found behind the upper third molars. 


tension headache is manifested by feelings of tension 
in the head, bandlike sensations about the head, and 
pressure within the head or the skull. 

Many other measures have been suggested in an 
attempt to treat migraine headaches and related dis- 
orders, none of which have proved particularly success- 
ful. It is well for this reason to reconsider the problem 
carefully, beginning with the structure of the head. 

In a study of the functional or mechanical adapta- 
tion of the skeleton, the bones of the face are of great 
interest, partly because of the striking differences be- 
tween the upper and lower jaws, and partly because of 
the presence of the pneumatic cavities in the upper 
facial region. This is of great importance to dentistry 
insofar as it vitally concerns treatment of malocclusion 
and various disease syndromes. Sicher'® says that be- 
cause of the pneumatic cavities in the upper facial re- 
gion, it is necessary to determine that the septum is 
straight in normal individuals of normal birth. 

The normal palate is round. Dentists acknowledge 
that mouth breathing, thumbsucking, and traumatic in- 
juries cause distortion, narrowing, or even collapse of 
the maxillary arch. Such septal deviation is a vital 
consideration in the treatment of migraine proposed in 
this paper. 

Assuming that the normal septum is straight, the 
turbinates would be and should be in correct relation- 


Figs. 6 and 7. Position of the thumb and forefinger straddling the maxilla 
and slowly springing the lesioned maxilla into proper relationship. During 


Fig. 6 
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ship and in correct position in the skull (Fig. 1). The 
pneumatic cavities in the upper facial region act as a 
partition and a strut to support part of the skull. It is 
obvious that septal deviation may prevent the free flow 
of air in the pneumatic cavities and cause breakdown 
of proper function in parts of the skull. 

Premature loss of a 6-year molar or loss of pos- 
terior teeth produces deformities resulting in migration, 
extrusion, intrusion mesially, or lingual inclinations, 
which may be greatly increased by the greater number 
of teeth in positions posterior to the site of loss. In the 
opinion of Snyder! and Cathie,’? the deformity from 
premature loss of one or more posterior teeth and con- 
comitant dental dysfunctions distort vascular and nerv- 
ous structures to the extent that there may be tissue 
breakdown in the nasal filter upon which the nutrition 
of the entire sinus area depends. Dentists have only 
recently become aware of the extent to which dental 
abnormalities can affect the function of the nasal cavity. 

In cases of premature bite distortion or premature 
loss of posterior teeth, the dentist may be able to locate 
and palpate the pterygoid process of the sphenoid bone 
(Fig. 2), which can be found behind the upper third 
molar. Any unilateral or bilateral tenderness which may 
be aroused during such palpation is considered diag- 
nostic of the dental lesion mechanism with which this 
paper is concerned. 

In normal breathing, the horizontal plate of the 
palatine bone has a floating or rocking action which can 
be palpated by the index finger during the diagnostic 
action (Fig. 3). By change, the pterygoid process and 
the horizontal plate (Fig. 4) of the palatine bone may 
become fixed, resulting in pain in the area over the 
pterygoid process (Fig. 5). This indicates that a shift 
has taken place which may cause pressure on some of 
the cranial nerves in the skull. It may also cause vas- 
cular disturbance in the brain covering, or dura mater, 
described by Kennedy" in connection with migraine. 

Snyder" points out that a great aid to the diag- 
nosis of the distorted bite is a thorough study of the 
patient’s facial characteristics. Time and effort should 
be spent with a patient suffering from head pains. Also, 
the septum lesion and the relationship or lesion of the 
maxillary bone with the sphenoid bone must be cor- 
rected before any dental work is begun. This is done 
by slowly springing the lesioned maxilla with the 
right forefinger straddling the wing of the sphenoid 
on the same side and the thumb pressing on 
the palate (Figs. 6 and 7). During this correction, 


the correction it is essential for the patient to breathe normally in order 
that properly fitting appliances may be made. 


Fig. 7 
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it is essential for the patient to breathe normally ; other- 
wise the dentist may build appliances and restorations 
to a deformity caused by the shift of the sphenoid bone 
and the shift of the horizontal plate of the palate bone. 
It is important that the septum be corrected, or the 
lateral walls of the nose freed, so that enough air may 
be received for the pneumatic cavities. 


Proposed treatment 


The treatment I propose includes correction of the 
septum and the position of the palatine bone and cor- 
rection of the occlusion by means of select tooth grind- 
ing. Establishment, of correct occlusion relieves exces- 
sive stresses which produce occlusional trauma and 
improper tooth wear. Shock may cause pain in the 
temporal, frontal, and occipital areas, as well as pain 
in the temporomandibular joint. Disharmony results 
when there is improper tooth wear with a resulting 
excessive stress which traumatizes the teeth and pro- 
duces inflammation of the underlying tissues. 

Recognition that a tooth is being submitted to un- 
due pressure is easy for the dentist or physician when 
the patient tells him that the tooth is sore or loose. But 
dentists and physicians should detect this stress long 
before a patient complains of pain in the tooth or 
experiences loss of the alveolar bone and continuous 
gingival congestion. To insure early diagnosis of ex- 
cessive stress, the dentist must become thoroughly 
familiar with the color and general appearance of nor- 
mal, healthy tissue. 

An understanding of the closing movements of 
the mandible is very important. During the time the 
mandible is at rest, there is muscular balance. It is 
bringing of the teeth together in crushing food against 
the teeth, rather than the opening of the jaw, that con- 
cerns the dentist in this case. Such men as Posselt** 
and Kurth’® have devoted a great amount of study to 
closing movements of the jaw which may be either 
normal or abnormal. 

It must be remembered that a study of the teeth 
is concerned with cuspal inclined planes. The correct 
planes must be established in order to assure proper 
functional relationship of the mandible to the maxilla. 
This is of paramount importance. The dentist must be 
able to recognize the correct movements and the incor- 


CASE REPORTS 


The diagnosis of epilepsy 


RONALD M. LAWRENCE, B.A., M.S., D.O. 


North Hollywood, California 


| 00 OFTEN THE DIAGNOsIS of epilepsy, 
whether grand mal or petit mal, is made on too tenuous 
a basis. In all fairness to the patient and to the good 
practice of medicine, such a diagnosis should not be 
made from symptomatology alone. In fact, this diag- 
nosis cannot be made without an electroencephalograph- 
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rect movements. He must be sure that only the hinge 
closing movement is used during the path of functional 
closure through the freeway space, without protrusion 
or lateral slide. Suitable instruments have recently be- 
come available which reproduce the individual patient’s 
true functional paths. These instruments accurately 
disclose the occlusion and the etiologic factors of the 
occlusal syndrome. They reveal any disharmony in 
occlusion and indicate whether or not select tooth grind- 
ing, operative measures, or prothetic appliances are 
necessary. 

The edentulous patient may have the same symp- 
toms and should also be considered. Opening the bite 
too much may cause the head of the condyle to be in 
improper position, and there may also be. premature 
contact of inclined planes of the cusps of the teeth. 
Bruxism and “doodling” are habits that may cause symp- 
toms of pain which may be misdiagnosed. It may be 
necessary to correct the occlusion and the articulating 


surfaces of the teeth. 
907 Jefferson St. 
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New 


ic study and a roentgenographic skull series. The elec- 
troencephalogram, if properly performed, today offers 
a conclusive diagnosis of epilepsy in over 80 per cent 
of all cases of petit mal.t The lack of characteristic 
electroencephalographic patterns should lead the physi- 
cian to search for other factors which would rule out 
the diagnosis of petit mal. In grand mal, the electro- 
encephalogram does not offer as conclusive proof but 
still is very important in ascertaining the final diagnosis. 
Refined methods of taking an electroencephalogram 
have placed it high in diagnostic importance. Roent- 
genographically, evidence of previous skull injury or 
of a space-occupying lesion may aid in the diagnosis. 


Case report 


A 16-year-old white female was brought to the 
office September 28, 1954, with a chief complaint of 
progressive mental deterioration and a past history of 
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“petit mal.” In 1944, at age 6, the patient had shown 
evidence of the first “fit” which occurred during an 
electrical storm. The parents described the attack as a 
“spasm” of the neck muscles with a drawing of the 
head to the left side. There was no history of trauma 
presented at the time. She was taken to a local practi- 
tioner who made the diagnosis of petit mal by virtue of 
the fact that the child seemed to show no remembrance 
of the incident and was in a “daze” for several minutes 
thereafter. Also, the attacks were not generalized. 

These attacks occurred thereafter three or four 
times daily. The child was taken for neurologic con- 
sultation that same year, and after physical and neuro- 
logic examination proved essentially negative, the diag- 
nosis of petit mal was taken as absolute. She was placed 
on a therapeutic regimen of a triple bromide mixture 
and Dilantin sodium. The child was kept on this regi- 
men for several years until the advent of Tridione, 
when that became the medicine of choice. During these 
years, the child showed evidence of progressive mental 
deterioration which was evidenced by poor school work 
and poor social behavior. In 1951, her medication was 
changed from Tridione to Mesantoin. From 1945 until 
1954 she did not experience any “attacks.” 

On examination at this office, the following were 
noted: The girl was asthenic, with an adenoid facies 
and an I.Q. of 60. Neurologic examination was essen- 
tially negative except for evidence of mild bromide in- 
toxication which consisted of periods of depression, 
easy fatigability, inability to concentrate, impaired 
memory, lack of appetite, slurring of speech, and bi- 
laterally diminished tendon reflexes. 

All medicines were withheld from the patient, and 
an electroencephalogram was taken on October 13, 
1954. This showed evidence of bromism and a gen- 
eralized cortical atrophy with no evidence of petit mal 
patterns. On October 21, the patient began to have 
“seizures” every few minutes. The typical seizure con- 
sisted of a movement of the head to the left side and 
rolling of the eyeballs to the left. The patient seemed 
dazed during these episodes but was perfectly normal 
between them. On careful questioning, the patient 
seemed to remember the seizures, although she was not 
sure of them and a suggestion factor might have influ- 
enced her. She was started on Milontin therapy, but 
this did not seem to control the attacks. A repeat elec- 
troencephalogram showed an increase of the amplitude 
of the waves throughout except for clear, low voltage 
waves over the left frontoparietal area. 

The episodes continued for 2 days, and the patient 
was hospitalized on October 24. A series of roentgeno- 
grams taken then revealed a moderately large intracra- 
nial calcification in the left parietal area. Cerebral 
angiography was performed the following day and re- 
vealed a displacement of blood vessels beneath the cal- 
cified mass. A craniotomy was performed on October 
29, which revealed a large calcified subdural hematoma 
of the left frontal-parietal region. Following surgery, 
the patient had several seizures in the recovery room 
and a final episode the next morning. The patient had 
a very excellent postoperative recovery, and since that 
time, there have been no “seizures” whatsoever. 


Discussion 


Calcified subdural hematomas are extremely rare 
according to the literature, although chronic subdural 
hematoma is not such a rarity. Bull? has written of a 
case of calcified subdural hematoma which eroded the 
floor of the middle fossa. 
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Intracranial calcification is most frequently ob- 
served in cysts of the craniopharyngeal pouch, in which 
it is visible as a radiographic opacity in 75 per cent of 
cases. These tumors may appear on the x-ray film 
merely as a few opaque flecks, or as a mass the size 
of a hen’s egg. The most usual intracranial calcification 
reported is a calcified brain tumor. Statistically, menin- 
geoma is the brain tumor showing calcification most 
frequently. Calcification is also common in the angio- 
mas, which may present a characteristic convoluted 
appearance due to the deposition of calcium in the walls 
of the vessels comprising the tumor. Other possibilities 
in decreasing frequency are the gliomas (such as 
oligodendroglioma, astrocytoma, and glioblastoma), tu- 
mors of the choroid plexuses, tuberculomas, and tera- 
tomas.* 

The most important lesson to be learned from 
cases such as this is that a diagnosis of epilepsy should 
not be made without an electroencephalogram and a 
roentgenographic skull series. It might also be noted 
that a history of cerebral trauma in children is often 
difficult to elicit if an adult has not been present during 


the traumatic incident. 
7536 Laurel Canyon Blvd. 
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Bilateral renal 
agenesis in siblings 


NORMAN W. ARENDS, D.O. 
Huntington Woods, Michigan 


| HE INTERESTING RARITY of bilateral ab- 
sence of kidneys was brought to the close attention of 
the Department of Pathology of Detroit Osteopathic 
Hospital by its discovery in a newborn male.’ Perusal 
of the medical literature at that time revealed less than 
200 reported cases. This aroused speculation as to 
whether or not the anomaly would be seen again in the 
autopsy service and, if again, in what length of time. 
To everyone’s surprise, less than 2 years later a request 
for autopsy was received from the same parents follow- 
ing death of the newborn sister of the above and in 
which the findings were the same, that of complete 
renal agenesis. The case histories follow. 


First case: clinical history 


On October 25, 1947, at 11:00 a.m., a 24-year-old 
white woman was admitted to the hospital in labor, with 
the recorded chief complaint of cessation of menses. 
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The last menstrual date noted was on January 1, 1947. 
Quickening was sensed about September 10, and the 
expected confinement date set as October 10. Nausea 
and vomiting had been present throughout the entire 
pregnancy, but there had been no edema, little headache, 
and no visual disturbances, leukorrhea, or hemorrhage. 
However, there had been severe anxiety and fear of 
the approaching delivery. The exact weight gain was 
not known but was quite small, possibly no more than 
2 or 2% pounds. 

The past history of the mother noted the childhood 
diseases of scarlet fever and measles, and the occur- 
rence of pneumonia 2 years prior to admission. 

The family history mentioned the presence of tu- 
berculosis in the maternal grandmother. Menarche was 
noted in the gynecologic history at the age of 13. 
Menses had occurred regularly every 28 days and lasted 
10 to 13 days. Severe dysmenorrhea had occurred the 
first 2 days. The patient was para II, gravida III. The 
previous labors had been very difficult, but deliveries 
had been spontaneous and each puerperium had been 
normal. There had been no miscarriages. An inventory 
of the other organic systems revealed that the appetite 
had been poor because of severe nausea. Constipation 
had been troublesome. Frequency of urination—at 1- 
to 2-hour intervals during the day and at 3-hour inter- 
vals at night had been present. Very little else was 
noteworthy. 

Physical examination produced only findings com- 
patible with the clinical impressions of a fairly normal 
pregnancy at term. One fact of importance noted by 
the referring physician was that the uterus was not 
rising in normal fashion. The blood pressure was nor- 
mal, being 128 systolic and 80 diastolic. The tempera- 
ture was 98.6 F; the pulse was 70 and the respirations 
20 per minute. The fetal heart rate was about 132 per 
minute. 

Laboratory examination showed 3,770,000 erythro- 
cytes, 11.8 grams or 75 per cent hemoglobin, and 10,800 
leukocytes. The Schilling hemogram showed 1 per cent 
nonsegmented neutrophils, 74 per cent segmented neu- 
trophils, 22 per cent lymphocytes, and 3 per cent mono- 
cytes. The urine was clear and yellow, and had a spe- 
cific gravity of 1.011 and a pH of 6.0; only a few 
erythrocytes comprised the positive findings. Serology, 
by the method of Kahn, was negative for syphilis. A 
positive Rh factor had been reported previously. 

That portion of the first stage of labor occurring 
in the hospital was uneventful. Spontaneous rupture of 
the membranes occurred, and a normal quantity of fluid 
was noted. At 4:25 p.m. on the day of admission, the 
cervical os was completely dilated, and at 4:38 p.m. a 
male infant was delivered. Nitrous oxide anesthesia 
was used, supplemented by pudendal block, and delivery 
was from a left occipitoanterior position spontaneously 
without episiotomy or laceration. The placenta and 
membranes were expelled intact at 4:47 p.m., with light 
hemorrhage. Pitocin and ergot were administered rou- 
tinely. The mother left the delivery room in good con- 
dition. Routine postpartum care with early ambulation 
was carried out, and the patient was discharged on 
October 27, 1947, in good condition. 

The infant appeared to be in difficulty when deliv- 
ered. Respirations were established after a considerable 
delay. Much mucus was aspirated from the trachea and 
nasopharynx, but labored breathing continued with 
cyanosis. Incubation with continuous oxygen and car- 
bon dioxide was accomplished and heroic methods of 
treatment attempted, but these failed to produce im- 
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provement. The 3 pound, 7 ounce infant died at 6:40 
p.m. on October 26, 1947. 


First case: autopsy findings 


External Examination.—The body was that of a 
premature and immature male infant which weighed 
1510.0 grams and measured 28.0 cm. crown-rump and 
40.0 cm. crown-heel. The head was well formed. The 
hair was long and brown. The eyes were deep blue in 
color with pupils equal in size. The thorax was well 
formed. The umbilical cord was found partially dried. 
The penis showed the usual degree of phimosis, and the 
scrotum was found to be empty with one testicle being 
palpated on the right, high in the inguinal canal. The 
extremities were of the type found in a premature in- 
fant. There was no evidence of trauma, burns, skin 
rash, or the like. 


Fig. | 


Fig. |. Renal agenesis in male infant. Note the adrenals as outlined and the 
absence of kidneys and ureters, The right testis with its adnexa has been 
pulled up into the pelvis. 


Internal Examination.—The panniculus measured 
0.3 cm. in greatest thickness in the midline of the body. 

The heart measured 6.0X4.5X3.0 cm. and weighed 
20.5 grams. It consisted largely of right ventricle which 
was extremely dilated. The aorta measured 0.8 cm. in 
diameter in its ascending portion and arch. The pulmo- 
nary conus measured 0.7 cm. in diameter, the ductus 
arteriosus 0.3 cm. in diameter, and the thoracic aorta 
about the same as the arch. The myocardium showed 
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little change. The foramen ovale was at least function- 
ally closed. The valvular system showed little that was 
noteworthy except for atresia of the pulmonary valve ; 
a small fenestration was the only opening. The left 
ventricle was very small as compared to the right. 

The pleura showed little that was noteworthy. 

The right lung weighed 10.9 grams and measured 
about 5.6X5.2X1.8 cm. There was little evidence of ex- 
pansion. The lung lay far back within the pleural space. 
The left lung weighed 7.0 grams and measured 4.5X 
2.8X1.3 cm. It had the same dusky hue, solid consist- 
ency, and position. Neither of the lungs floated in 
water. 

The thymus was found in the usual position. It 
weighed 1.8 grams, and very little was noteworthy in 
its gross appearance. 

The esophagus, stomach, and the remainder of the 
digestive tube showed little that was noteworthy. The 
sigmoid colon was filled with meconium. No inflamma- 
tion, tumor, or anomalies were demonstrated. 

The liver measured 8.9X5.2X2.3 cm. and weighed 
37.4 grams. It was congested. A small cavernous 
hemangioma was noted upon the inferior surface of the 
right anatomic lobe, measuring 0.6 cm. in diameter. 
The attached gallbladder measured 2.0 cm. in length X 
0.8 cm. in diameter. It was filled with thin bile. The 
associated biliary ducts were average in position, size, 
and patency. 

The pancreas measured 4.4 cm. in length and 
weighed approximately 1.3 grams. It was average in 
position and relationship. 

The spleen measured 4.1X3.5X1.5 cm. and weighed 
8.6 grams. It showed some congestion, but little else 
was noteworthy. Its shape and position were average. 

The adrenals were average in position. The right 
measured 3.7X1.9X0.8 cm. and weighed 2.4 grams; the 
left measured 3.7X2.0X0.8 cm. and weighed 2.6 grams. 
Each was well preserved. 

Beneath the adrenals, the peritoneum extend- 
ed as smooth sheaths along each abdominal gutter ( Fig. 
1). Kidneys were not present. The aorta, in its ab- 
dominal location, failed to give off renal branches. 
Ureters were not demonstrated beneath the peri- 
toneum. Only a small stump of a urinary bladder was 
demonstrated ; it showed remnants of the urachus, and 
its cavity was minute. The urethra was found to be 
atresic in its posterior portion. 

The genitalia, were immature. The left spermatic 
cord and testis were within the peritoneal cavity. The 
right testis, however, lay within the inguinal canal. 

The cranium and its contents showed little that was 
noteworthy. The cerebral hemispheres were undergoing 
considerable softening. 

The gross anatomic diagnoses were prematurity, 
immaturity, right ventricular dilatation, pulmonary 
stenosis, cavernous hemangioma of the liver, bilateral 
agenesis of the kidneys, malformation of the urinary 
bladder, atresia of the posterior urethra, and undescend- 
ed testicles. 

The microscopic diagnoses were marked pulmo- 
nary congestion, cavernous hemangioma of liver, mul- 
tilocular urinary bladder, and absence of vas deferens. 

The cause of death was multiple congenital anom- 
alies (bilateral renal agenesis, pulmonary valve atresia). 


Second case: clinical history 


The mother of the infant discussed was again ad- 
mitted on June 9, 1949, at 1:00 p.m. having labor pains. 
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The last menstrual date was September 5, 1948. Quick- 
ening was noted during the fourth month. The expect- 
ed date of confinement was June 12, 1949. Contractions 
were occurring every 5 minutes at the time of admis- 
sion. The menstrual history was abnormal, since men- 
struation had not occurred for 2 years. This was the 
fourth pregnancy; two children were living and well, 
but the last pregnancy had resulted in delivery of a 
male infant who had died shortly after birth because of 
bilateral renal agenesis. 

Physical examination revealed little of note. The 
blood pressure was 126/80. The weight was 125 
pounds, and the height was 5 feet 4 inches. Rectal ex- 
amination revealed one finger cervical dilatation, the 
station was 0, and the position was right occipitoan- 
terior or right occipitotransverse. 

Laboratory examination revealed an erythrocyte 
count of 3,880,000 and a hemoglobin of 80 per cent or 
12.5 grams per 100 cc. The leukocyte count was 
17,500; the hemogram was nonsegmented neutrophils, 
3 per cent, segmented neutrophils, 88 per cent, lympho- 
cytes 7 per cent, and monocytes 2 per cent. Urinalysis 
was not remarkable. 

Labor progressed uneventfully, and at 3:18 p.m. 
on June 9 a female infant in poor condition was deliv- 
ered without anesthesia. The third stage of labor was 
uneventful. 

The infant was markedly cyanotic, and respira- 
tions were irregular and shallow. The weight was 3 
pounds, 8 ounces, and the length 18 inches. Many plugs 
of mucus were present. The baby was incubated, given 
oxygen, and as much mucus was aspirated as possible. 
Respirations became more labored, and the baby died 
at 8:00 p.m. on June 9 despite heroic treatment. 


Second case: autopsy findings 


External Examination—The body was that of a 
well-formed but extremely flaccid and limp premature 
female said to be about 3 hours old. The weight was 
2,160 grams. The length measured 30.5 cm. crown- 
rump, 43.5 cm. crown-heel. The head did not show ex- 
cessive molding. The torso was symmetrical, and the 
extremities well formed. There were no evidences of 
trauma. 

Internal Examination.—The panniculus measured 
0.2 cm. in thickness in the midline. 

The thymus showed many petechial hemorrhages. 
It weighed less than 7.0 grams, but its position and size 
appeared to be within average limits. 

The pericardium was smooth and glistening and 
contained 2 or 3 cc. of clear yellow fluid. The heart was 
extremely dilated, and the myocardium was markedly 
softened. It weighed 10.0 grams. The foramen ovale 
was usual in size, the valves were well formed, and the 
great vessel diameters were in proportion. The pulmo- 
nary conus measured 0.7 cm., the arch of the aorta 
0.7 cm., the ductus arteriosus 0.7 cm., and the thoracic 
aorta 0.6 cm. 

The pleural spaces appeared to be oversized. Their 
linings were smooth and glistening. The left lung was 
of very small size, occupying less than one-sixth of the 
pleural cavity and weighing only 4.0 grams. The right 
lung weighed 9.0 grams. It showed surface markings of 
the various lobes, but differentiation into lobes had not 
occurred. Neither lung appeared to be aerated but 
rather they were liverlike in consistency. 

The esophagus, stomach, and small and large in- 
testines showed little worthy of note, but the stomach 
and small intestine showed some gaseous distention. 
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The liver weighed 150.0 grams and its color was deep. 
The gallbladder appeared to be well formed; the bile 
ducts were patent and contained bile of good color. 
The pancreas appeared to be normal. The spleen 
weighed 10.0 grams. Its shape was normal as was its 
position. 

The adrenal glands each weighed 3.0 grams. They 
were of unusual shape. Both were discoid, or plate- 


like, lying against the vertebral column in the lateral 
gutters (Fig. 2). 


Fig. 2 


Fig. 2. Drawing of adrenals and internal genitalia of female infant. An at- 
tempt has been made to depict the plate- like guaiity of the adrenals. The 
width of the internal genitals was approximately 7 c 


Kidneys were not found. Examination of the 
aorta in the thoracic and lumbar regions failed to reveal 
the presence of renal branches. Ureters were not 
found, but there was a misshapen, malformed urinary 
bladder containing a minute, triangular cavity. 

The internal genitalia were female but malformed. 
There was hemorrhage into the right fimbria ovarica. 
The left tube showed little distortion. The uterine 
corpus and cervix were absent ; however, a small fibrous 
cord replaced it. This cord traveled toward the perine- 
um and attached to the vagina. The vagina was patent. 
The ovaries approached the adult form. 

The gross anatomic diagnoses were prematurity 
and immaturity, cardiac dilatation and myomalacia, pul- 
monary hypoplasia, bilateral renal agenesis, and malfor- 
mation of urinary bladder and uterus. 

Microscopic examination revealed the following: 
Sections of the heart showed some congestion of the 
pericardium. The myocardial wall was well formed. 
The endocardium showed little noteworthy. Sections of 
the lungs showed fluid-filled, collapsed alveoli. Some 
squamous epithelia debris was contained in some of 
these alveoli. Vascularization approached that of a full- 
term infant. 
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Sections of the thymus showed active lymphoid 
follicles and typical Hassall’s corpuscles; little was 
noteworthy. Sections of the liver showed moderate ag- 
gregates of erythropoietic tissue between hepatic cords, 
and there was considerable edema. Sections of the 
spleen showed marked activity of its corpuscles; th 
sinusoids were moderately congested. Sections of th« 
pancreas showed well formed lobules, acini, and islands 
of Langerhans. Sections of the adrenals showed wel! 
formed glands, but there was considerable disintegra- 
tion of both the cortical elements and medulla. Sections 
of the ovaries showed innumerable primordial and sec- 
ondary follicles. 

The microscopic diagnoses were atelectasis and as- 
piration of amniotic fluid. 
The cause of death was bilateral renal agenesis. 


Discussion 


Extensive reviews?*** of this condition evaluate 
the causative factors. It is of interest to note that 
neither case described above showed the typical facies 
but did show other anomalies. 

Search of the medical literature of an incomplete 
nature resulted in the finding of only two reported 
cases® of bilateral renal agenesis occurring in siblings. 
In the cases reported here, the mother had borne two 
normal children previously by another husband. The 
first malformed infant, the male, was born to this 
woman following remarriage. Twenty months later, 
the second defective infant, the female, resulted from 
this second marriage. Information is at hand indicating 
that a third pregnancy from the second marital union 
terminated in delivery of a normal infant.” 

Receipt of a book on the subject of medical 
genetics caused me to wonder whether or not I had 
missed studies in the literature concerning renal agene- 
sis in this specialized field; therefore, the Heredity 
Clinic of the University of Michigan was consulted. 
No further information was available, but it was sug- 
gested that the answer to the question, “What is the 
type of inheritance and frequency of this anomaly ?” 
might be answered by “extremely extensive and metic- 
ulous . . . library researching.* These cases are thus re- 
ported for information and with the hope that the 
report may serve as a stimulus for that project. 


Summary 


Case histories of male and female siblings are pre- 
sented in which bilateral renal agenesis was demonstrat- 
ed. A brief record of the known family history has 
been added. The question of genetic background has 
been raised but cannot be answered. It has been sug- 


gested that library research might provide an answer. 
13119 Sherwood Drive 
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Hospitals and the 
medical audit 


The fast catch-as-can reading forced upon busy 
physicians, chiefs of staff, and osteopathic hospital ad- 
ministrators may result in their missing the related 
significance of six articles, apparently unrelated, that 
have been published in THE JourNAL from April 1954 
to the present. Three of the six appeared in the June 
1957 issue. 

As an introduction to a new subject made up of 
old substance (medical audits in effect were always 
done in hospitals where good medicine uniformly pre- 
vailed), the reader will find that Dr. Nelson King’s 
“The Medical Audit,” beginning on page 645 of the 
June JourNAL, commands his interest and moves him 
to further reading. It is a clear and succinct statement 
of the philosophy of the medical audit, affording the 
orientation necessary to its understanding by every 
member of the hospital staff, from its chief to the in- 
frequent participant. The medical audit is a matter of 
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total staff co-operation, noi just the work of a commit- 
tee checking on case records. It is a climate in which 
a staff lives, and a guarantee to a community that su- 
perior medical service will be rendered in its hospital. 

“The Medical Audit” deserves not just a reading ; 
it merits thoughtful study. Dr. King not only devel- 
ops the philosophy of the medical audit; he tells how 
to set it up. In sequence to the King article, Dr. George 
Wolf’s “The Advantages and Disadvantages of the 
Medical Audit” is a biography of the medical audit in 
action in one hospital—from its genesis, birth, and 
growth to the age of 2 years. This paper is also suc- 
cinct, while being wisely and concretely informative. 
No responsibly placed hospital person could read these 
two articles, written with vision and attended by prac- 
ticality, and not be moved to initiate a medical audit 
system. He will recognize, however, that the process 
is involved. The medical audit is no plant of rank 
growth. The ground must be carefully prepared, the 
seedling constantly nurtured. The satisfaction that the 
plant affords, once it begins to bear fruit, insures its 
continuing care. 

The third article to be found in the same issue 
of THE JourNAL that contains the King and Wolf 
papers is Dr. William L. Silverman’s scholarly and 
reasoned essay on “Surgical Pathology of the Female 
Pelvis.” The time-pressured reader may not see any 
direct connection between this thesis and the medical 
audit ; there is none. The second part of Dr. Silverman’s 
study (published in this issue of THE JourRNAL), deal- 
ing with a survey of 1,042 tissue specimens, establishes 
the connection by the nature of its material. A fourth 
article, closely related in context to the Silverman 
thesis, “A Survey of 20,000 Cases of Surgical Pathol- 
ogy,’ by Dr. Norman W. Arends, published in the 
March 1955 Journat, differs in its approach and is 
briefer in form, but it is a significant study. 

Because of their very nature (the facts they re- 
cord), the purpose in reporting such surveys as are 
covered in these two papers may be readily misunder- 
stood. The articles may be viewed as a studied intent 
to emphasize human fallibility, errors in judgment, 
and the wisdom that grows out of hindsight. They may 
be seen as deliberately overlooking the positive values 
of clinical judgment, which, while often in error, con- 
tinues to demonstrate its inestimable worth over labora- 
tory procedures employed like a formula to obtain an 
answer. Such surveys as these have no such intent; 
they denigrate no person in any institution nor any 
institution itself. If their values seem totally negative 
because they uncover so few that are positive, the fault 
is in the medical situation itself, which is out of hand 
in many of its ramifications. 

These two papers point to the need of the medical 
audit principle, for the audit establishes one way by 
which negativeness can be transmuted into the positive. 
In the process, the audit becomes a totally effective 
medium. 

Our logically minded reader will turn next in se- 
quence, if not in continuity, to the March 1956 Jour- 
NAL to read Dr. C. Lloyd Peterson’s “The Formation 
of a Tissue Committee: Functions and Value.” A\l- 
though this paper has to do specifically with the work 
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of the tissue committee in a hospital, the author recog- 
nizes the fact that this function, however important, 
is but one phase—the pathologic phase—of the total 
medical audit. Because of its relational emphasis, a 
study of the paper will be found helpful even to those 
hospitals that have an experienced, functioning tissue 
committee as well as to those whose administrators 
have yet to see the necessity for it. It should be 
pointed out here that all osteopathic teaching hospitals 
(intern and/or resident training) have tissue commit- 
tees, or such a committee is in process of formation— 
itself a step in building the medical audit mechanism. 

The sixth and last article that our readers should 
review as a series under the topic, hospitals and the 
medical audit, was one of the most challenging and 
substantial studies which THe JouRNAL has been privi- 
leged to publish in its history: “A Twelve-Year Study 
of Maternal Mortality,” by James G. Matthews, Har- 
vey C. Orth, Jr., and Astrid Delitzsch, which appeared 
in the April 1954 JourRNAL. 

Readers will recall that this was a report on 33,960 
obstetrical deliveries in the Detroit Osteopathic Hos- 
pital with but 14 maternal deaths, a maternal mortality 
rate of 0.041 per cent. Although the term “medical 
audit” does not occur in it, actually the published paper 
reports the results of a continuing medical audit in one 
field of clinical medicine. It demonstrates the climate 
of co-operative effort that characterizes the continuing 
medical audit in any institution where the audit mech- 
anism is working nearly perfectly. 

No hospital is so small that the principle of the 
medical audit cannot be unfolded and made effective. 
This holds true even though there are activities in 
large hospitals that have become routinely essential 
to their working and yet constitute areas totally closed 
to smaller institutions, let us say under twenty-five 
beds. Smallness of an institution need not seriously 
hamper good medical care if the standards of the sev- 
eral men who make up the small hospital staff become 
imbued with the philosophy that lies back of this group 
of articles that has appeared in THE JoURNAL over the 
last 3 years. 

In the small institution, the general physician- 
surgeon is invariably its most responsible person, and 
one always overworked. The responsibility he carries 
is too heavy for any one person, and it is a benumbing 
one. His opinion, his word, and his judgment are 
rarely questioned; there are none to question. Uni- 
formly successful, he meets the medical needs of the 
community with eminent satisfaction. Thereupon, his 
community’s evaluation may greatly exceed his real 
worth. That can be a dangerous thing. Few physicians 
are safe to stand alone in the sun. Man’s natural and 
overweening self-centeredness needs the healing shadow 
of criticism to maintain him within his rightful size. 

Another article, “The Truth About Unnecessary 
Operations,’ should be read in this particular connec- 
tion and as supplementary to the six that are referred 
to above. Its approach is acidly negative. Written in the 
sharply pungent anecdotal style characteristic of Medi- 
cal Economics, it commands reading. The title of the 
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article promises an answer to its subtitle: “Who Are 
the Doctors Who Do Needless Surgery and Why Are 
They Able to Get Away With It?” Earthy, the article 
pulls no punches. It is all black—few grays and no 
whites. Its impact is total, undiluted by the softening 
effect of the ambiguities and contradictions that charac- 
terize the medical situation today. If the article repre- 
sents a half truth, its authors give the reader no 
chance to present the other half. Like the witness, he 
must answer to the principle of the medical audit, 
“Yes” or “No.” As a matter of fact, the principle of 
the medical audit permits no circumlocution. The an- 
swer is “Yes” or “No.” 

Too often, the last to adopt the audit principle— 
even if it be a largely one-man audit—will be those 
who need it most. In America, it is the small hospital, 
whether it has an osteopathic, a medical, or a mixed 
staff, whose standard of medical care continues to be 
the quality meted out to the nation. The medical audit 
has become an obligation of the small osteopathic hos- 
pital as well as a mandate upon the larger institution. 


A medical statesman 


Medicine suffered a loss not quickly to be filled 
in the death on June 19 of Dr. Alan Gregg, at his home 
in Big Sur, California. Prior to his retirement a vear 
ago as vice president, Dr. Gregg had spent 37 years 
with the Rockefeller Foundation, 20 of them as chief 
of its division of medical sciences. He received his 
medical degree from Harvard in 1916. 

Long a world figure, Alan Gregg had consistently 
refused all honorary degrees or awards because he did 
not want to be embarrassed by the possibility of giving 
a grant to an award donor, but last November he 
accepted a special Lasker Award from the American 
Public Health Association. The New York Times, in 
reporting the honor, quoted in part the citation in which 
Dr. Gregg was called “exemplar par excellence of the 
well-being of mankind throughout the world, public- 
health statesman, influential medical educator, wise 
counselor and friend.” 

No one could say that Dr. Gregg was out of sym- 
pathy with the economic principle upon which Ameri- 
can medicine is based—the fee for service. Yet organ- 
ized medicine viewed him askance. Its politico-economic 
motives, which dominate many of its policies, so largely 


_ restrict its activities, and force ordinary men into its 


molds, held him in no chains. His horizon was far 
beyond that of lesser men. Yet idealist that he was, he 
knew that only as much of his vision could be realized 
as he could turn into a blueprint for use by artisans. 
No rebel for rebellion’s sake, he employed such men 
and machinery as were available to get things done. 

Recently, Dr. Gregg reminded his readers that no 
lesser person than Alfred White had once remarked 
that he knew of no professional degree that opens to its 
holders the opportunity to exercise as wide a range of 
talents and tastes as does the M.D. degree. Alan Gregg 
himself was a best witness to its truth. 
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A Useful Tool 


A long and wide-felt need has been met by the 
American Osteopathic Association’s publication of a 
source document on osteopathy. It originated in the re- 
quest of a well-known medical periodical for material 
pertinent to the “growth and development of osteo- 
pathic therapeutics and the osteopathic profession.” It 
went to the printers as a carefully edited collocation of 
primary and secondary source material from the files 
of the Division of Information and Statistics and the 
Library of the Association. It came from the presses 
on July 10, as a 32-page reference pamphlet on easily 
filed JoURNAL-size stock, the most complete compilation 
on the osteopathic profession that is available. 

The Osteopathic Movement in Medicine, A Source 
Document on the Origin, Growth, and Development of 
Osteopathy and the Osteopathic Profession will find its 
greatest value as a general source of information about 
osteopathy or for use in the preparation of articles 
or talks concerned with any one or all of its aspects. 
Newspaper editors, feature writers, educators, sociolo- 
gists, librarians, directors of foundations, legislators, 
heads of health agencies, doctors of medicine, and all 
others who desire a forthright introduction to the osteo- 
pathic profession will find the document an authentic 
presentation. Facts are not glossed over. Weaknesses 
are not hidden. Strengths are validated. Its complete- 
ness as a reference piece is established by a full listing 
of its sources, open for consultation at the Associa- 
tion’s headquarters by persons engaged in authentic 
research. 

The material is presented topically ; hence the bro- 
chure is not a consecutively written article. Treatment 
by historical units makes some repetition inevitable, but 
this is handled in a way to lend proper emphasis. “Os- 
teopathy’s beginning and its definition as a field of 
study,” “Origin of a new profession,’ ‘Multiple 
schools,” “The drugless myth in osteopathy,” “Early 
osteopathic practice,” “Early osteopathy and surgery,” 
“Facts about osteopathy today and its doctors,” “Rela- 
tions between the professions of osteopathy and medi- 
cine as revealed by the A.O.A.-A.M.A. conferences,” 
and “Osteopathy looks to its future’ are among the 
twenty-one subjects treated. An Appendix contains an 
article that fully documents the professional and legal 
status of osteopathic physicians and surgeons, colleges, 
and hospitals. This section will be found especially 
useful in informing many responsible and otherwise 
uninformed persons of the standing of doctors of os- 
teopathy today. 

The Osteopathic Movement in Medicine is a com- 
pilation by the Editor of the American Osteopathic 
Association. As such it is a booklet that affords his- 
torically accurate and detailed information about os- 
teopathy as seen and edited by one individual and put 
in the briefest possible form—some topics deserve as 
much space as is given the series. In no way does the 
document necessarily represent the official position of 
the American Osteopathic Association. 

Preparation of the brochure was made possible by 
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the individuals who have permitted generous use of 
their material without direct credit, and by others who 
have assisted in making the pamphlet a reference piece 
as authoritative and trustworthy as is humanly possible. 
To these persons the Editor is deeply indebted for the 
worth that the document may prove to have; he would 
absolve them from any possible misuse of their mate- 
rial out of context and from his errors of interpretation. 

If the brochure were in such form and volume as 
to rate as a scholarly monograph, it would bear a dedi- 
catory note. In the form in which it is being published, 
that would be pretentious. In lieu of a dedication, the 
Editor would point out that what he terms “the osteo- 
pathic movement in medicine,” with an explainable 
past, a rational present, and a potentiality rich for 
growth and development, has been made possible only 
through the foresight of the profession itself. 

It was osteopathic practitioners over the years who 
were ever cognizant of the profession’s wiser leader- 
ship, who fought against dogmatization, refusing to 
allow osteopathy to become a closed system, who es- 
caped being held in charismatic bondage, and who envi- 
sioned continually their social obligation and worked 
for its realization. And so these men continue to fight 
today. 

The document will be worth the effort and its cost 
if it does no more than locate for the younger osteo- 
pathic physician his place within medical history. For 
him, it can recover the past so that he may understand 
his own professional antecedents. Thoughtfully studied, 
it will enable him to grasp, to criticize, and yet inte- 
grate himself within the present. Added to his full 
educational experience, its formulations may help to 
make him a better physician. 

The Osteopathic Movement in Medicine has been 
made possible by the physician and surgeon, D.O. It is 
a slight offering in comparison to his worth. 


Defense medicine 


It is well known that as demonic an act as war has 
contributory phases in relation to medicine—even to the 
point that war is a catalyst of medical progress. De- 
fense in preparation for war has positive values if the 
preparation has to do with the health of countries seen 
as potential allies. In this connection, Report on Trip 
to Middle (Near) East, including a “Nutrition Report,” 
by Frank B. Berry, M.D., Assistant Secretary of De- 
fense (Health and Medical), published by the Depart- 
ment of Defense, has been recently forwarded to THE 
JourRNAL as of interest to members of the Association. 

Six specific purposes of the trip were stated; 
among them were to visit United States Government 
hospitals and determine their excess capabilities or 
needs ; visit medical schools, laboratories, and hospitals 
in various countries; and study health nutrition prob- 
lems both in the military and in the civilian groups in 
the countries visited. Dr. Berry was accompanied by 
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a staff of eleven, including several physicians in the 
medical corps, selected to meet the necessity of gather- 
ing much information in a very short time. The itiner- 
ary covered more than forty-five places, and such coun- 
tries as Turkey, Iran, Pakistan, Ethiopia, Libya, and 
Morocco. Although political and economic ramifications 
are touched upon in the report, the substance of the 
informal, short, and interesting accounts of Secretary 
Berry is related primarily to problems of health and 
disease. 

The second section in the health nutrition report 
deals with food as the so-called “first line of defense” 
in the countries where an estimated 90 per cent of the 
people are primarily concerned with survival dependent 
upon food and shelter. In each country, both civilian 


and military nutrition was studied and much was 
learned about the tremendous problems of undernutri- 
tion and malnutrition. In many regions, the survey 
team visited rural areas where only observation of 
actual living conditions can give a true picture of the 
country. The report recommends nutrition survey teams 
for many of the countries visited, Turkey being recom- 
mended first for study. 

A short evening spent reviewing this report would 
pay its own dividends to the physician by giving him 
a grasp of the role medicine could play in the world 
of tomorrow—the kind of medicine which the late Alan 
Gregg envisaged and recently came to call “Great 
Medicine.” How little its potentialities are being em- 
ployed as a real defense project! 


Radiation TH FIFTH oF A series of 

d articles on radioactivity 

and written by Victor Cohn, 
fallout 


Minneapolis Tribune staff 
writer, and broadly syndi- 
cated by the Tribune, ap- 
parently was widely read, if A.O.A. correspondence is 
an indication. In this article, Mr. Cohn wrote that ‘x-ray 
misuse” was being pointed to as the “chief danger,” not 
bomb tests or fallout. He cited as one of his sources 
the popular study, Radiation: What It is and How It 
Affects You, by Jack Schubert and Ralph E. Lapp, re- 
cently published by Viking Press, New York, and now 
moving into the best-seller column of the nonfiction 
book lists. The following sentences, excerpted by Mr. 
Cohn from the book’s context and reproduced in his 
column, were made a matter of comment by several 
our correspondents : 


Faith in a doctor’s knowledge of how to use radia- 
tion equipment may be often misplaced. In addition, some 
11,000 osteopaths and chiropractors are using radiation 
equipment routinely. 


The following is a more complete excerpt from the text: 
. . . faith in a doctor’s knowledge of how to use radia- 
tion equipment without excessive exposure may often be 
misplaced. . . . out of 126,000 professional users of 
x-ray equipment “only about 4000 [M.D’s] have the com- 
prehensive special training of radiologists”... . 

In the United States alone more than 25 million 
x-ray examinations and 100 million dental x-rays are 
given each year. An official report by the United States 
Public Health Service shows that there are almost 
100,000 general practitioners, specialists, and dentists who 
own their own x-ray equipment. And in addition, some 
11,000 osteopaths and chiropractors are using radiation 
equipment routinely. There are practically no legal re- 
strictions upon the purchase of such equipment and al- 
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most no state, local, or federal inspections to check up 
on the operation of the machines. 

Farther on in the book, the authors supplement the 
above statement with the following: 

There are roughly 15,000 x-ray and fluoroscopic 
units used by osteopaths, chiropractors, and veterinarians 
. . . There is no reason to believe that these machines 
are used any more carefully than those operated by 
physicians and hospitals. 

Doubtless all categories of users of radiation will 
be heard from by Mr. Cohn and the editors of the 
various papers to which his column is sold. Not only 
is Mr. Cohn’s column under fire, but the book on which 
it is based is being attacked for a journalistic approach 
to a scientific subject and for obvious overstatements, 
understatements, and misinformation. All are there 
and all are of little moment put down beside fact. The 
crux of the matter does not lie in any profession’s de- 
fense of its right to employ radiation diagnostically or 
therapeutically, or its knowledge and ability to use it 
wisely ; much less important is the reaction of its prac- 
titioners. The thing at stake in this situation is the 
welfare of human beings and their descendants. This 
is the premise upon which Drs. (Ph.D.) Schubert and 
Lapp have built their informative text and which has 
moved the Minneapolis Tribune and its columnist to 
review facts that are moving an entire world. 

The book to which Mr. Cohn refers is an authori- 
tative treatment on radiation prepared for the general 
reader—‘what (radiation) is and how it affects you.” 
The note of warning which it sounds is serious but it 
is not scarehead, nor is Mr. Cohn’s series. X-ray and 
radium in medicine have not been wisely used and are 
not being wisely used today. The few exceptions that 
could be cited but prove the rule. There are none ex- 
empt: doctors of medicine, medical technicians, and 
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“board” men in radiology; doctors of dentistry, of 
osteopathy and their certified specialists in radiology ; 
doctors of veterinary medicine (as injury may be done 
to themselves since they work with radiation applied to 
animals); chiropractors and others employing radi- 
ological technics. To a great public, almost reverential 
in its “faith” in its doctors, it will be difficult to under- 
stand that the question which confronts them is not one 
of faith but of fact. And the fact is that the use of 
irradiation has been long marked by excesses. 


The intelligent and socially-minded reader may 
well ask: Why have standards and safeguards been so 
totally absent from so great a period? They have not 
been. Radiation hazards have long been known. Stand- 
ards of safe dosage have been established since the 
early twenties and have continuously been made more 
rigorous. The fact that these standards exist has been 
widely known and accepted by medical and paramedical 
personnel, but the fact has not been a working one. 
Standards of safe dosage have constituted a kind of 
academic information which aroused no one. It was not 
a thing that seized human beings and goaded them into 
action. Irradiation was recognized as a dangerous tool. 
Few questioned how dangerous. Such a book as the 
Schubert-Lapp study had to wait for August 1945 and 
for the commanding event that its authors call “The 
Awesome Cloud,” to be seen by human beings world- 
wide. Men had to see in that ““man-formed cloud... 
a key to man’s destiny on earth.” Even then years 
passed before Radiation was begun and it was more 
than 5 years in the making. Present knowledge cannot 
be made to serve as an ex post facto witness for crimi- 
nal neglect. The fact is a universal one. 

We must beware of self-confusion; of not putting 
first things first. Human beings rarely have the courage 
to exclaim: Mea culpa! in this problem, as in others, 
they seek refuge in secondary problems. Who is trained 
and who is not? Who is guilty of neglect? Who is 
classified with whom? All of these matters revolve 
around hurt professional pride, battered prestige, and 
an inflated sense of superiority. They are second things. 
They serve no truth, but are a useful escape from the 
discomfort truth creates. Let us forego them all. 

We are in the midst of a human situation today— 
radiation in its totality—of which the medical aspect 
is as much the practical concern of our profession as 
of the profession of medicine. It is an aspect that pre- 
sents a problem to be solved, at best, incompletely, at 
the present time. It is a problem to which all men of 
good will occupied with health and disease must give 
of their best toward even its partial solution. 

There should be a wide expression of appreciation 
to the serious authors of this volume and to its pub- 
lishers and to Victor Cohn and the Minneapolis Tribune 
as the syndicating agent for their part in making these 
facts known without reservation and without fear or 
favor. 

A wind is rising and the clouds are awesome. Men 
engaged with life should be the last to disregard the 
portents. The ancient handwriting appears again upon 
the wall. Its words are prophetic, not for a man, but 
for man. The hand that writes is cosmic, and the letters 
are an invisible and all-consuming fire. 
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A NEW PUBLIC Health Serv- 
ice research training pro- 
gram in which eighty-two 
schools of medicine, den- 
tistry, and osteopathy will 
participate has been recent- 
ly announced by Acting Surgeon General W. Palmer 
Dearing. Eligibility for a year or more training is based 
on a student’s completion of at least a full academic 
year in a particular school and his nomination for par- 
ticipation by the school’s dean. The program has been 
established to help increase the numbers of researchers 
in medical and allied fields. Research training will be 
provided for 140 such students the first year of its 
operation. The student participant will drop out of 
regular course work during the period of training. Full 
tuition, a stipend not to exceed $3,200 a year to be set 
by the school, and an allowance of $350 per year for 
each dependent will be allowed. 


Research 
training 
program 


THE PERGAMON INSTITUTE 
has forwarded to THE 
JourNnat from its London 
office a copy of The Journal 
of Microbiology, Epidemi- 
ology and Imunobiology. 
Vol. 28, No. 1, 1957. It is a complete translation of the 
Russian scientific periodical in the field indicated by its 
English title. The Institute has established a Transla- 
tion Panel of competent translators from Russian and 
other Slavonic languages into English. Among the 
Russian journals in complete translations, six are with 
the financial support of the National Institutes of 
Health, Public Health Service, United States Depart- 
ment of Health, Education, and Welfare. Research 
workers under osteopathic auspices will be interested 
in these publications, and they will doubtless be made 
available to them through the libraries of osteopathic 
colleges. For further information address The Execu- 
tive Director, Captain I. R. Maxwell, Pergamon Press, 
122 East 55th St., New York City. Orders for sub- 
scriptions should be sent to the same address. The 
periodical is issued monthly ; the year’s volume contains 
approximately 2,000 pages. The annual subscription 
price is $50.00. 


Translations 
of Russian 
periodicals 


IN A RECENT address, Dr. 
Allen O. Whipple, Profes- 
sor Emeritus of Surgery, 
Columbia University, urged 
that medical students give 
special attention to human 
behavior patterns portrayed in plays, biographies, and 
historical works. Said Dr. Whipple: “More is to be 
learned from the character portrayals of Macbeth, 
Hamlet, Othello and King Lear, or from the stories of 
Moses, Isaac, Joseph, Job, David and Hosea, than by 
studying mice in a maze.” And, “There is a great deal 
more to modern surgery than cutting and sewing. You 
must heal not only the tissues, but the individual as a 
whole, mentally and physically.” 


Advice 


to medical 
students 
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DONALD M. DONISTHORPE, D.O. 
Chairman 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O. 
Chairman 


Pathology and radiology services 
in the hospitals act 


> In November 1955, the District Court of Polk County, 
Iowa, rendered a decision finding that some thirty-four hospi- 
tals in Iowa were illegally engaged in the corporate practice of 
medicine. This decision was based upon certain findings which 
established that the hospitals were maintaining and providing 
medical services to the public in violation of the common law 
prohibiting the corporate practice of medicine. This decision 
was based upon evidence received at a long trial during which 
witnesses testified regarding the function, purpose, and problems 
of modern hospitals and medical practice. The case received 
wide attention throughout the country. The decision of the 
District Court was commented upon in the February 1956 Jour- 
NAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION, page 387. 

Subsequently the District Court decision was appealed to 
the Iowa Supreme Court. Before, however, an appellate de- 
cision could be rendered, the parties interested in this judicial 
proceeding agreed upon compromise legislation which if enacted 
by the legislature would make unnecessary an appellate decision. 
House File #21 introduced at the 1957 Iowa legislature con- 
stituted the compromise bill, and its enactment was sponsored 
by the Iowa Medical Society and the Iowa Hospital Associa- 
tion. The Bill as enacted into law is set out in full below. 

Aside from the purely legal importance of the law to all 
hospitals and physicians, attention is called to Section 2 (b) 
defining the term “doctor.” This subsection reads as follows: 

“Doctor” shall mean any person licensed to practice medicine and 

surgery or osteopathy or osteopathy and surgery in this state. 
The recognition accorded doctors of osteopathy under this im- 
portant legislation is evidence of the contributions which doctors 
of osteopathy and the hospitals in which they practice are mak- 
ing to the betterment of the public health. 

The prohibition against the corporate practice of medicine 
—that is, against the practice of medicine by anyone other than 
a licensed individual—is a part of the common law of all states. 
Under this principle of law, corporations, business partnerships, 
or unlicensed individuals may not provide the services of or 
engage in the practice of a profession. A profession may only 
be practiced by a licensed individual. This new Iowa law 
amends this common law principle to the extent stated in the 
law in its application to the class of medical services known 
as radiology and pathology. It leaves the common law principle 
applicable to the other areas of specialty medical care not cov- 
ered by its provisions. The District Court decision in Iowa is 
set aside only to the extent provided in H.F. 21. 

Under the new law hospitals may own and maintain labora- 
tory and x-ray facilities as proper functions of hospitals but 
the law continues to recognize that pathology and radiology 
services performed in hospitals 
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. constitute medical services which must be performed by or under 
the direction and supervision of a doctor, and no hospital shall have the 
right, directly or indirectly, to direct, control or interfere with profes- 
sional medical acts and duties of the doctor in charge of the pathology 
or radiology facilities or of technicians under his supervision. 


Each hospital in Iowa must establish a “joint conference com- 
mittee” composed of an equal number of members selected 
from the medical staff and from the governing board to arbi- 
trate any disputes between the hospitals and the doctors in 
regard to pathology and radiology services. Technicians em- 
ployed in the department, unless it is otherwise provided, shall 
be employees of the hospital. 

The contract between the hospital and the doctor in charge 
of the laboratory and x-ray facilities may contain any pro- 
vision for compensation of each upon which they mutually 
agree, provided, however, that no contract shall be entered into 
which in any way creates the relationship of employer and em- 
ployee between the hospital and the doctor. Both the hospital 
admission agreement signed by the patient and the hospital bill 
given to him are required to bring to the attention of the 
patient or his legal representative the fact that pathology and 
radiology services are medical services, and that the hospital 
may charge for such services with the consent of the patient 
and may retain an “agreed sum” in accordance with an “exist- 
ing agreement” between the doctor and the hospital. The patient 
consents therefore to the hospital’s billing and retaining a part 
of the cost of providing the pathology and radiology services. 
The consent, however, refers to “an agreed sum” and states that 
the consent is based upon “an existing agreement between the 
doctor and the hospital.” 


This new law will undoubtedly receive wide attention and 
analysis. It can well provide the basis upon which the long- 
standing disputes between hospitals and members of the healing 
arts professions can be settled in the best interests of the public 
health. 


AN ACT 
RELATING TO PATHOLOGY AND RADIOLOGY SERVICES 
IN HOSPITALS. 
BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE 
OF IOWA: 

Section 1. This Act may be cited as the “Pathology and Radiology 
Services in Hospitals Act.’ 

Sec. 2. Definitions as used in this Act: 

(a) “Hospital” shall mean all hospitals licensed under chapter one 
hundred thirty-five B (135B) of the Code. 

(b) “Doctor” shall mean any person licensed to practice medicine 
and surgery or osteopathy or osteopathy and surgery in this state. 

(c) “Technician” shall mean technologist as well. 

(d) “Joint conference committee” shall mean the joint conference 
committee as required by the joint commission on accreditation of hos- 
pitals or, in a hospital having no such committee, a similar committee, 
an equal number of which shall be members of the medical staff selected 
by the staff and an equal number of which shall be selected by the gov- 
erning board of the hospital. 

(e) “Employees” as used in section six (6) hereof, and “employ- 
ment” as used in section seven (7) hereof, shall include and pertain to 
members of the religious order operating the hospital even though the 
relationship of employer and employee does not exist between such mem- 
bers and the hospital. 

Sec. 3. The ownership and maintenance of the laboratory and X-ray 
facilities and the operation of same under this Act are proper functions 
of a hospital. 

Sec. 4. Pathology and radiology services performed in hospitals ar 
the product of the joint contribution of hospitals, doctors and technician- 
but these services constitute medical services which must be performed 
by or under the direction and supervision of a doctor, and no hospita! 
shall have the right, directly or indirectly, to direct, control or interfere 
with the professional medical acts and duties of the doctor in charge 
of the pathology or radiology facilities or of the technicians under his 
supervision. Nothing herein contained shall affect the rights of third 
parties as a result of negligence in the operation or maintenance of the 
aforesaid pathology and radiology facilities. 

Sec. 5. Each hospital shall arrange for such services and for the 
direction and supervision of its pathology or radiology department by 
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entering into either an oral or written agreement with a doctor who is 
a member of or acceptable to the hospital medical staff. Such doctor 
may or may not be a specialist. The department may be supervised and 
directed by a qualified member of the staff and specific services may be 
referred to a specialist, or the specialist may also direct and supervise 
the department as may be desired. Any contract so entered into shall 
be in accordance with the provisions of this Act. 

Sec. 6. Unless the department is leased or unless the hospital and 
doctor mutually agree otherwise, technicians and other personnel, not in- 
cluding doctors, shall be employees of the hospital, subject to the rules 
and regulations of the hospital applicable to employees generally, but 
under the direction and supervision of the doctor in charge of the de- 
partment as set forth elsewhere in this Act. 

Sec. 7. The doctor and hospital shall mutually agree upon the em- 
ployment of any technicians necessary for the proper operation of said 
department and no technicians shall be dismissed from said employment 
without the mutual consent of the parties, provided, however, that in the 
event the hospital and doctor are unable mutually to agree upon the 
hiring or discharge or disciplining of any employee of said department, 
the matter shall be promptly submitted to the joint conference committee 
for final determination. 

Sec. 8. The contract between the hospital and doctor in charge of 
the laboratory or X-ray facilities may contain any provision for com- 
pensation of each upon which they mutually agree, provided, however, 
that no contract shall be entered into which in any way creates the rela- 
tionship of employer and employee between the hospital and the doctor, 
and a percentage arrangement is not and shall not be construed to be 
unprofessional conduct on the part of the doctor or in violation of the 
statutes of this state upon the part of the hospital. 

Sec. 9. The hospital admission agreement signed by the patient or 
his legal representative shall contain the following statement: 

“Pathology and radiology services are medical services performed 
or supervised by doctors, and the personnel and facilities are or may 
be furnished by the hospital for said services. Charges for such services 
are or may be collected, however, by the hospital on behalf of said doc- 
tors pursuant to an agreement between said doctors and the hospital, 
and from said charges I consent that an agreed sum will be retained 
by the hospital in accordance with an existing agreement between the 
doctor and the hospital.” 

Sec. 10. The hospital bill shall properly include the charges for 
pathology and radiology services as long as the name of the doctor is 
stated and it fairly appears that the charge is for medical services. The 
said hospital bill shall also contain a statement substantially in the fol- 
lowing form: 

“The pathology and radiology charges are for medical services ren- 


Current 


Cerebellar ataxia and 
neuronitis after exposure 


to DDT and lindane 


» accorpING To Theodore M. Onifer, M.D., and Jack P. 
Whisnant, M.D., in the February 20, 1957, issue of the Pro- 
ceedings of the Staff Meetings of the Mayo Clinic, acute in- 
toxication due to chlorophenothane (DDT) is most prominently 
manifested by a neurologic disorder. The first symptom is 
usually paresthesia of the tongue, lips, or other parts of the 
face, or, in severe poisoning, of the extremities. Apprehension, 
disturbances in equilibrium, dizziness, confusion, and tremor 
follow. Recovery usually begins within 24 hours of exposure 
unless the dose has been large. The laboratory findings are not 
diagnostic. Measurement of the urinary concentration of one 
of the metabolites of DDT, bis(p-chlorophenyl) acetic acid, 
may prove helpful in establishing the presence of DDT intoxi- 
cation. The site of action of DDT in the body is unknown. 
The smallest oral dose known to cause transient mild illness in 
man is 2.5 mg. per kilogram of body weight per day. 

Lindane, the gamma isomer of benzene hexachloride, is a 
synthetic commercial insecticide. Animal studies show that lin- 
dane acts as a stimulant to the central nervous system, acute 
intoxication being manifested by restlessness, micturition, in- 
termittent muscular spasm, loss of equilibrium, convulsions, 
collapse, and death. Chronic intoxication causes nervousness 
and lack of co-ordination. Lindane is apparently absorbed 
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dered by or under the direction of the doctor listed above and are 
collected by the hospital on behalf or the doctor, from which charges an 
agreed sum will be retained by the hospital in accordance with an exist- 
ing agreement to which retention you consented at the time of your 
admission to the hospital.’ 
Sec. 11. All fees to be charged by the doctors for pathology and 
radiology services shall be mutually agreed upon by the hospital and the 
doctor. In the event dispute shall arise between the parties the matter 
shall be submitted to the joint conference committee for final determina- 
tion. 
Sec. 12. Fees for radiology and pathology services must be paid for 
as medical and not hospital services. In all cases where payment is to 
be made by a corporation organized pursuant to chapter five hundred 
fourteen (514) of the Code, payment for radiology and pathology serv- 
ices Shall be made by a medical service corporation and not by a hospital 
service corporation. 
Sec. 13. Nothing in this Act is intended or should affect in any way 
that obligation of public hospitals under chapter three hundred forty- 
seven (347) or chapter three hundred eighty (380) of the Code, as well 
as the state hospital at Iowa City, to provide medical treatment for indi- 
gent persons or tuberculous patients as provided in chapters two hundred 
fifty-four (254) and two hundred fifty-five (255) of the Code wherein 
medical treatment is provided by hospitals of that category to patients 
of certain entitlement, nor to the operation by the state of mental or 
other hospitals authorized by law. Nothing herein shall in any way 
affect or limit the practice of dentistry or the practice of oral surgery 
by a dentist. 
Sec. 14. Nothing herein shall deprive any hospital of its tax exempt 
or non-profit status. 
Sec. 15. This Act, being deemed of immediate importance, shall take 
effect and be in full force from and after its passage and publication in 
The Red Oak Express, a newspaper published at Red Oak, Iowa, and 
in the Winthrop News, a newspaper published at Winthrop, Iowa. 
W. L. Mooty 
Speaker of the House 
WittiaM H. Nicnoras 
President of the Senate 
I hereby certify that this bill originated in the House and is known 
as House File 21, Fifty-seventh General Assembly. 
Wi R. KENpRICK 
Acting Chief Clerk 
of the House 

Approved April 5, 1957 

Herscuet C. Lovetess 

Governor 
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through the skin and the gastrointestinal and respiratory tracts. 
Wide variations occur in susceptibility of individuals in a 
species, and there is no general agreement on the site of action. 
The clinical picture associated with exposure of humans to 
lindane is not well established. 

The authors report the case of a man who had cerebellar 
ataxia and neuronitis after continuous exposure to an electric 
vaporizer containing DDT and lindane. The clinical syndrome 
closely resembled the pattern of symptoms shown by animals 
chronically exposed to DDT. The authors point out that they 
know of only one other case in the English literature in which 
similar neurologic dysfunction occurred in man after exposure 
to the vapors of DDT and lindane. 


Postmenopausal bleeding 


P accorpinc To Aaron E. Kanter, M.D., in the January 1957 
issue of the Journal of the American Geriatrics Society, bleed- 
ing from the female genital tract, once menopause has been 
definitely established, is to be considered indicative of malig- 
nancy unless proved otherwise. The amount or type of bleed- 
ing is of no diagnostic value. The length of time since the 
onset of menopause is also unimportant, as is the parity of the 
patient. The patient must be examined even though she is 
bleeding. When bimanual vaginal palpation, rectovaginal ex- 
amination, and visualization of the vagina and cervix fail to 
provide a satisfactory explanation for the bleeding, special 


691 


. 
ace 
¢ 


tests and operative diagnostic procedures must be done. The 
Schiller test, based on the acceptance of an iodine stain by 
normal cells of the mucous membrane of vagina and cervix, 
does not prove malignancy, but does indicate areas for biopsy. 
Cytology of the vaginal smear by the method of Papanicolaou 
or others requires expert reading and should not be attempted 
by the average physician. Again a positive finding only indi- 
cates the need for further search for malignancy, and a nega- 
tive finding does not rule out malignancy completely. Diagnostic 
operative procedures include biopsy, dilatation and curettage, 
and posterior colpotomy. When local organic lesions have been 
ruled out, functional causes should be considered. Estrogenic 
substances administered to the menopausal woman may cause 
“anovulatory” or “withdrawal” bleeding. A woman taking 
estrogens must undergo the entire process of investigation to 
be sure that no serious condition is causing the bleeding. Bleed- 
ing may also occur as part of a general disease picture, as in 
blood dyscrasias or in patients with severe arteriosclerosis. 
The author concludes that failure to find an adequate cause 
for the bleeding is evidence of incomplete examination; no 
patient should be dismissed without a definite diagnosis. Also, 
the use of estrogenic substances for the control of menopausal 
symptoms should be kept at a minimum. 


Important diagnostic 
signs of a leaking 
abdominal aortic aneurysm 


P FREQUENTLY THE RUPTURE of abdominal aortic aneurysms 
into retroperitoneal space is diagnosed only at operation or 
death. William L. Morgan, Jr., M.D., in the January 1957 issue 
of the A.M.A. Archives of Internal Medicine says that signs 
and symptoms may mimic an acute surgical abdomen and may 
suggest a perforated viscus, renal calculus, retroperitoneal ab- 
scess, strangulated hernia, or mesenteric vascular occlusion. 
With the advent of homograft replacement, both intact and rup- 
tured aneurysms have been repaired. Since there is, in addition, 
often a significant time interval between the onset of leaking 
and rupture, it is important to recognize this entity. With retro- 
peritoneal rupture, pain almost always occurs and there may 
be syncope and shock. The pain may be in the abdomen or 
back, be generalized, or radiate to the groin or leg. Peritoneal 
irritation with boardlike rigidity and abdominal distension are 
often found. An x-ray showing increase in size of the soft 
tissue mass with hematoma shadow surrounding the calcified 
aneurysmal wall or obliteration of the psoas shadow would 
point to retroperitoneal hemorrhage. When there is less rapid 
bleeding into the retroperitoneal area, the signs of a leaking 
aneurysm are less dramatic. Signs of tissue destruction may 
predominate, with fever, leukocytosis, and progressive anemia. 


Barbiturate poisoning treated 
by physiologic methods 


P THERE IS A LACK OF unanimity on what constitutes the most 
effective treatment of barbiturate poisoning; the traditional use 
of pharmacologic stimulants has been challenged and new “bar- 
biturate antagonists” have been recommended. Confusion has 
been created for the physician treating severe poisoning. In 
the March 9, 1957, issue of The Journal of the American Medi- 
cal Association, Fred Plum, M.D., and August G. Swanson, 
M.D., describe the treatment of 243 consecutive patients with 
barbiturate poisoning. Of these patients, 160 were comatose on 
admission and 123 of the 160 were severely depressed. There 
were many with severe poisoning: 18 required treatment in a 
mechanical respirator and 25 required vasopressor agents. 
Treatment was directed toward three problems: maintaining 
physiologic circulatory activity and respiratory exchange and 
preventing the complications of coma. Patients in no immediate 
respiratory or circulatory danger who had ingested the drug 
in the previous 4 to 6 hours had stomach lavage. After initial 
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evaluation of the patient’s condition, the airway was scrupu- 
lously cleared. Patients were seen at least hourly by physicians, 
and those in deep coma had constant medical supervision. In- 
travenous administration of fluids was started at the time of 
admission in deeply comatose patients to provide an immediate 
route if plasma expanders or vasopressor agents became neces- 
sary. The indications for pressor agents were interpreted lib- 
erally in these patients. For the most part respiration was 
monitored clinically. The nose and mouth were cleansed re- 
peatedly with gentle suction, and if any obstruction to breath- 
ing persisted, an oral airway was inserted. In some patients 
an endotracheal tube was inserted. Oxygen was given by nasal 
catheter to many patients. In 18 patients respirators were used 
until full spontaneous ventilation was resumed. Analeptics were 
not used therapeutically, but special studies analyzed the effects 
of heta,beta-methylethylglutarimide (Methetharimide, Mikede- 
mide, Megimide) as well as the effects of electrical stimulation. 
This drug showed little evidence of true barbiturate antagonism 
but seemed to have nonspecific analeptic properties. The analep- 
tic effects were more rapid in onset than those of picrotoxin, 
and there were fewer undesirable side-effects. Electrical stim- 
ulation was unreliable in patients in deep coma. Of the surviv- 
ing patients, 16 had significant complications. There were only 
two that outlasted hospitalization: a paralysis of the radial 
nerve and a palsy of the lower part of the brachial plexus. 
Both appeared to have been the result of ischemic pressure. 
The 4 patients who died all had serious medical problems in 
addition to the poisoning. The authors conclude that excellent 
results are obtained in treating barbiturate poisoning without 
the use of pharmacologic or physical analeptics. No method of 
general systemic stimulation used in this study proved an ade- 
quate substitute for direct physiologic treatment of depressed 
respiration or circulation. 


Brucellosis as 
a cause of herniated disk 
and spondylitis 


> iT Is A SERIOUS error to suppose that brucellosis is a self- 
limited disease, according to Dr. Tomas de Villafane Lastra 
and Joseph Franklin Griggs, M.D., in the March 1957 issue of 
Industrial Medicine and Surgery. As in syphilis and other 
granulomatous infections, the causative organism is apparently 
widely disseminated through the body in the early stages and 
may find a permanent habitat in any organ or tissue of the 
body. Its intracellular habitat makes complete eradication diffi- 
cult even with antibiotics. Spinal manifestations of the disease 
may occur at any stage of the disease, sometimes becoming 
evident only after many years. The onset is often insidious 
with no acute stage discernible. Although the disease often 
seems to subside after a protracted or relapsing course, about 
20 per cent of patients continue to complain of ill health indefi- 
nitely and may be given diagnoses of postinfectious neurasthe- 
nia, though these may represent cases of postacute, chronic 
brucellosis. This, the more common form of the disease, is 
less well known and more difficult to diagnose. The symptoms 
are so varied and inconsistent that a diagnosis of neurosis may 
be made. X-ray evidence of chronic bone disease, especially a 
patchy spondylitis or disk degeneration, may support a doubtful 
diagnosis of chronic brucellosis. Lesions of the intervertebral 
disk are frequent in brucellosis and cause hernia intraspongiosa 
of, the type of Schmorl’s node and/or herniation of the nucleus 
pulposus into the spinal canal. It may be presumed that the 
lesion spreads from the vertebral body to the disk. The disk 
herniation may cause such neurologic manifestations as radic- 
uloneuritis or meningomyelitis due to compression. The small 
intervertebral joints are also often attacked in brucellosis, ap- 
pearing as osteoarthritis. The authors have also found lesions 
of the arches, of the spinous processes, and of the ligaments 
and vertical coverings that they attribute to brucellosis. The 
first objective of treatment is to destroy all accessible Brucella 
bacteria. This is done by giving 25 gm. of a tetracycline and 
12 gm. of streptodihydrostreptomycin in 3 weeks. The more 
acute the disease, the more effective the combined antibiotic 
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therapy. In the more chronic cases desensitization with Brucella 
vaccine is also used. Surgical intervention into tissues harbor- 
ing Brucella is likely to be disappointing. When operation is 
necessary for pain relief or disability due to herniated disk or 
spondylitis, antibiotics, desensitization, and conservative medical 
management should be employed prior to surgery. The authors 
state that patients with disk disease should be thoroughly tested 
for brucellosis before surgery, especially if there is an inade- 
quate history of trauma and if the results of previous surgery 
have been disappointing, or if the patient has chronic ill health. 


Chronic fecal 
impaction in children 


P CHRONIC FECAL IMPACTION in children is not rare, but it 
may easily go unrecognized, and it causes disturbing psychologic 
problems for both parents and child. In the January 1957 issue 
of California Medicine, Gerald Mason Feigen, M.D., reports 
on treatment of 17 children, 9 girls and 8 boys, ranging in age 
from 3 months to 10 years. The duration of symptoms was 
from 2 months to 5 years, with an average of 19 months. The 
main complaints were severe constipation, pain and bleeding on 
defecation, soiling of the underpants, and anxiety. The initial 
impaction was apparently due to several factors: ignoring the 
urge to defecate, taking drugs such as codeine during infections 
of the upper respiratory tract, and minor injuries to the anal 
canal caused by a hard stool and resulting in painful defecation. 
The soiling was apparently due to inability of the sphincter to 
retain small amounts of liquid fecal material that seeped down 
over the impaction. The main findings were large impactions 
in the rectum, minor injuries of the anal canal, some degree of 
patulous anus, and soiling of the perianal skin. Patients who 
had frequent soiling had patulous anus but no pain, bleeding, 
or ulceration, and those who were not soiling had an increase in 
sphincter tone and frequent pain, bleeding, and ulceration. Ten 
patients had been seen previously by -physicians and had been 
given a number of laxatives without significant relief. In 4 
cases impacted feces had been removed with the patient under 
general anesthesia, and in 4 cases psychiatric treatment was 
being given because of the soiling. Treatment consisted in 
cauterization of the traumatized areas in the anal canal with 3 
per cent silver nitrate solution. When lesions were numerous 
or deep, a 5 per cent ichthyol ointment was applied twice daily 
for a week. A regular diet was outlined with stress on leafy 
vegetables, fruit, and adequate intake of fluids. Fifteen to 30 
drops of dioctyl sulfosuccinate (a wetting agent that permits 
penetration of water or oil into the stool) was taken once a 
day. A flavored petrolatum was given along with this. En- 
couragement was given to both child and parents, and the child 
was seen alone in the consultation room when possible. Absence 
of pain was noted in all cases in one week, and in all cases 
chronic impaction ceased and the children developed regular 
bowel habits. 


Newer preparations 
in the treatment 
of parkinsonism 


® THE NEW DRUGS Now available for the treatment of parkin- 
sonism plus those that have been used for many years are dis- 
cussed by Robert S. Schwab, M.D., and Albert C. England, Jr., 
M.D., in the March 1957 issue of the Medical Clinics of North 
America. The drugs now available can be roughly divided into 
five primary groups: (1) the natural alkaloids, such as stramo- 
nium, hyoscyamine, and scopolamine, which have been used in 
this disease for the past 75 years; (2) the new synthetic prep- 
arations with atropine-like activity, Artane, Kemadrin, and 
Pagitane; (3) synthetic drugs with less atropine-like action: 
Cogentin, Panparnit, and Parsidol; (4) adjuvant antihistamine 
drugs with slight atropine-like action: Ambodryl, Benadryl, and 
Thephorin; (5) the analeptics, such as Benzedrine, Dexedrine, 
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and Methedrin. The most disturbing side-effects occur with the 
drugs in groups 1 and 2 and are called atropine-like. Every 
drug in the above listing must be adjusted individually as to 
dosage. It is best to begin with one-fifth or one-tenth of the 
anticipated amount until some habituation is obtained and un- 
usual sensitivity eliminated. All these drugs if given to excess 
or too rapidly will produce side-effects that are mild at first, 
then disturbing and unpleasant, and finally incapacitating and 
dangerous if they are allowed to continue. Possible sensitivity 
and side-effects necessitate some kind of control form, card, 
or sheet that the patient can use to make necessary adjustments 
in his medicine. Since some of these drugs may cause nausea 
and epigastric burning or are too rapidly absorbed when taken 
on an empty stomach, the first precaution is to give all medica- 
tion after meals. When the dose of one preparation has been 
adjusted so that some benefit is obtained and side-effects are 
minimal, others can be added to reduce other symptoms or side- 
effects. Since parkinsonism varies greatly from hour to hour 
and day to day, evaluation of therapeutic results is difficult. 
The authors have found that patients generally discard prep- 
arations that are toxic or ineffective and that one satisfactory 
method of evaluating results is to go through the files from 
time to time and note what preparations have been discontinued. 
The authors conclude that we are still tremendously handi- 
capped by the absence of an “insulin” for the handling of this 
disease. 


Aneurysmal bone cysts 
of the spine 


P ANEURYSMAL BONE CYSTS occur not infrequently in the 
spines of children and young adults. A review of 7 patients, 6 
of whom were originally given a histologic diagnosis of giant 
cell tumor of the spine, is presented by John W. Beeler, M.D., 
Charles H. Helman, M.D., and John A. Campbell, M.D., in 
the March 16, 1957, issue of The Journal of the American 
Medical Association. The patients ranged in age from 13 to 
28 years. The duration of symptoms was from 3 to 7 months. 
All patients complained of pain that gradually became worse. 
X-ray therapy was given in all cases, with 5 patients also un- 
dergoing surgery and with 2 having surgical biopsy prior to 
x-ray. The rate of regression differed, being fairly rapid in 
some and slow in others, but 5 patients recovered completely 
and 2 satisfactorily. There have been no untoward late effects 
of radiation. The differential diagnosis of aneurysmal bone cyst 
and benign giant cell tumor of the spine can readily be made 
by the pathologist. Roentgenologically, benign giant cell tumors 
rarely involve the spine and are usually seen in patients over 
20 years of age. They recur readily, respond erratically to 
radiotherapy, and sometimes become malignant. Aneurysmal 
bone cysts, on the other hand, have a uniformly good prognosis, 
do not recur, and respond well to curettage, excision, or roent- 
gen therapy. The roentgenologic diagnosis can be made with 
considerable specificity when the cystic expansion of bone 
occurs with the characteristic thin, peripheral rim of cortical 
bone. 


Trigger areas 
and refractory pain 
in duodenal ulcer 


P THE TRIGGER AREA, a factor which may contribute to the 
failure of medical management of duodenal ulcer, is described 
by Jacob Melnick, M.D., in the March 15, 1957, issue of the 
New York State Journal of Medicine. The trigger area is a 
small, hypersensitive, smooth nodule in the myofascial tissue 
(or occasionally in the skin). Symptoms, particularly pain, 
occur when the area is irritated, as by pressure, needling, or 
extreme heat or cold, and the area affected is constant for spe- 
cific trigger areas. Common factors in the formation of trigger 
areas are trauma, skeletal disease, visceral disease, and visceral 
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infection. Trigger areas may persist long after the original 
causative factor has disappeared and may themselves cause 
signs and symptoms of disease. The trigger areas typical to 
patients with duodenal ulcer are (1) dorsal, occurring in groups 
of two on the right side along the sixth, seventh, and eighth 
dorsal vertebrae; (2) abdominal, located in the right upper 
quadrant beneath the anterior sheath of the rectus abdominis 
muscle; and (3) trapezius muscle, occurring in the right 
trapezius midway between the angle of the neck and tip of the 
shoulder. The trigger areas are discovered by palpation, and 
treatment consist in needling with infiltration with a local 
anesthetic until no further sensitivity is present. In 35 patients 
with duodenal ulcer and pain refractory to ulcer therapy, treat- 
ment of specific trigger areas brought relief to 32. The suc- 
cessfully treated patients could adhere to a normal diet without 
symptoms or need for*medication. The consistency of the re- 
sponse in these patients plus the failure of previously effective 
ulcer therapy suggests that their complaints were due primarily 
to trigger area activity rather than to ulcer activity. 


Cancer of the 
thyroid in children 


P ‘THE SERIOUSNESS OF any enlargement of the thyroid in the 
younger age group is emphasized by Donald E. Ross, M.D., in 
the April 1957 issue of Surgery, Gynecology and Obstetrics. 
Seven of the 14 patients under 19 years of age in his series of 
goiter operations were found to have carcinoma. Studies should 
include basal metabolism and protein bound iodine tests. Roent- 
genograms of the chest and bones are obtained. Radioactive 
iodine uptake estimation and thyrograms are of the utmost 
value. If a filling defect is seen on the thyrogram, one should 
be especially suspicious of carcinoma. A firm nodule in the 
neck some distance from the thyroid must be suspected as a 
metastasis. The day before operation an uptake dose of radic- 
active iodine is given. Unstained sections of the thyroid gland 
are used to obtain a radioactive autogram from which the 
amount of uptake of radioactive iodine may be estimated. This 
is important information since after total thyroidectomy, the 
metastases tend to become more active because of bombardment 
by natural thyrotropic hormone and to thus absorb more iodine. 
Since neither radioactive iodine nor x-ray therapy is sufficient 
therapy for thyroid cancer, adequate surgery must be performed 
in every case. The minimum operation should be complete 
thyroidectomy together with block dissection on the side of the 
neck where the cancer occurred. If the glands in the neck are 
positive for metastasis, radical resection is also done on the 
opposite side, preferably a month later. When initial surgery is 
performed and cancer is suspected, a lobectomy is performed 
and paraffin sections are awaited. If these show carcinoma a 
second operation is done consisting of total thyroidectomy and 
radical neck dissection on the affected side. If the parathyroids 
are near the cancer they should be removed. 


Treatment of mumps orchitis 
with adrenal hormones 


> ALTHOUGH VARIOUS prophylactic measures have successfully 
lowered the incidence of orchitis in males with epidemic paroti- 
tis, treatment of established orchitis has remained unsatisfactory. 
In the February 1957 issue of the A.M.A. Archives of Internal 
Medicine, Robert G. Petersdorf, M.D., and Ivan L. Bennett, Jr., 
M.D., state that epididymo-orchitis occurs as a complication of 
mumps in 18 to 43 per cent of postpubertal males. The anti- 
inflammatory properties of the adrenal steroids as well as their 
successful use in various “febrile toxemic” states suggested 
that these hormones might be useful in mumps orchitis. Re- 
sults of treatment with these hormones are described in 23 
patients with mumps orchitis ranging in age from 13 to 44 
years. All but one patient had testicular pain as the presenting 
complaint, and the illness was considered severe enough for 
hospitalization. Cortisone was given to 21 patients, 1 received 
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repository corticotropin injection intramuscularly, and 1 was 
treated with prednisone (Meticorten). The most satisfactory 
dose seemed to be 300 mg. of cortisone initially followed by 
200 mg. daily, with rapid tapering of the dose as soon as clinical 
response allowed. Duration of treatment ranged from 3 to 18 
days and total dosage from 500 to 4,100 mg. The average dose 
of cortisone was 1,100 mg. over a period of 7 days. Response 
was judged primarily by relief of testicular swelling, pain, and 
tenderness. General well-being and subsidence of fever were 
also considered because the rapidity of the response of the 
orchitis to administration of hormones was usually paralleled 
by the speed of defervescence and the relief of systemic dis- 
comfort and malaise. The objective and subjective relief in 
22 of the 23 patients given corticosteroids was striking. In 14, 
amelioration of pain and decrease in swelling during the first 
24 hours of therapy were dramatic and within 48 hours none 
of the 22 had more than slight testicular tenderness on palpa- 
tion. The mean duration of fever after the start of hormone 
therapy was 36 hours. Of the 13 patients on whom follow-up 
examinations were done 1 to 6 months after discharge, 8 
showed no residual atrophy. Although the data are scanty, 
they suggest that atrophy is less likely to occur when orchitis 
shows a good initial response to corticosteroids. A little-men- 
tioned feature of the disease, hepatic involvement, occurred in 
9 of the 11 cases in which liver function tests were performed. 
In 5 cases the abnormality was severe, but in all patients func- 
tion returned toward normal as the acute illness subsided. The 
authors feel that the results obtained in this group of patients 
treated with corticosteroids have been so striking that these 
hormones deserve wider trial in treatment of orchitis and that 
evaluation of their prophylactic use in epidemic parotitis would 
also be worth while. 


Treatment of sinusitis 


Pm accordInG To Kenneth L. Craft, M.D., in the February 23, 
1957, issue of The Journal of the American Medical Associa- 
tion, proper treatment of sinusitis depends on the exact distinc- 
tion between an infectious and an allergic cause. Most of the 
acute cases of infection will respond to local treatment directed 
toward shrinking the swollen nasal mucous membrane and se- 
curing ventilation and drainage of the sinuses involved. Nose 
drops should not be used indiscriminately, but they may be help- 
ful for the patient with acute sinusitis. Heat and pain-relieving 
drugs may be necessary for the patient’s comfort. When using 
antibiotics, the danger of allergic sensitization must be consid- 
ered. Occasionally, surgical procedures may be necessary to 
provide drainage, relieve pain, and prevent serious complications. 

Chronic sinusitis always suggests allergic sensitization as 
the basic causative factor. Specific treatment directed toward 
the allergen usually is quite satisfactory. Additional help may 
be obtained from various drugs, given internally or parenterally, 
such as ephedrine, calcium, atropine, endocrine gland prepara- 
tions, potassium, antihistamines, and corticotropin and cortisone. 
Secondary infection of the sinuses is likely to develop in a pa- 
tient with chronic allergic sinusitis, in which case treatment 
should be directed toward both factors. If surgery is necessary 
in such cases, it should not be withheld because of the allergy; 
however, the allergic factor should be controlled before oper- 
ation if possible. 


Complications of aortography 


PARTICULAR reference to correctible factors in com- 
plications of aortography, E. Stanley Crawford, M.D., and 
his associates have reviewed the literature and 300 of their own 
aortograms. The results are presented in the February 1957 
issue of Surgery, Gynecology and Obstetrics. The complications 
of aortography are pain, hemorrhage, thrombosis, embolism, 
renal insufficiency, neurologic disorders, allergic reactions, and 
other systemic disturbances that may be more related to the 
general anesthetic used than to the aortography. Although the 
incidence of these complications is small, they may produce 
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permanent disability and even death. Analysis of their material 
plus experimental observations suggested to the authors that the 
responsible factors in complications are errors in selection of 
patients, choice and dosage of contrast medium, and the technic 
of injection. In most cases of aneurysms of the abdominal 
aorta, there is little or no need to perform aortography. For 
purposes of diagnosis and surgical approach, the usefulness of 
aortography lies chiefly in patients with incomplete aortic 
occlusion and the few patients in whom the diagnosis is doubt- 
ful. In the majority of patients with aneurysms and occlusive 
disease of the abdominal aorta, diagnosis can be made on the 
basis of clinical manifestations alone. Multiple aortic puncture 
and extravasation were responsible for the instances of hemor- 
rhage and troublesome pain. Kidney damage was associated 
with direct injection of the renal artery, use of inorganic iodide 
compounds, or injection of excessive contrast medium. It is 
suggested that the aorta be pierced only once, well above its 
major abdominal branches, and only 15 to 25 cc. of an organic 
form of iodide should be manually injected after a preliminary 
roentgenogram has been made following injection of 5 cc. of 
medium to ascertain accurately the position of the needle. 


A psychiatric evaluation of 
the problem patient 


P IN THE JANUARY 12, 1957, issue of The Journal of the 
American Medical Association, M. Ralph Kaufman, M.D., and 
Stanley Bernstein, M.D., report a study of 1,000 consecutive 


patients referred to the Mt. Sinai diagnostic clinic by private 
practitioners because of puzzling diagnostic features. The aver- 
age number of visits to the clinic was five, each visit lasting 
about 2 hours. Each patient had a urinalysis, blood cell count, 
Kahn test, stood examination, electrocardiogram, chest fluoros- 
copy, and determination of the sedimentation and basal metabol- 
ic rates. Eighty-five per cent of the patients were between 25 
and 45 years of age, and 90 per cent were white. There were 
352 cases of symptoms referable to the gastrointestinal tract, 
254 cases of multiple complaints, 111 with symptoms referable 
to the cardiovascular system, 109 to the musculoskeletal sys- 
tem, and 88 to the neurological system. There were 86 instances 
of genitourinary, gynecologic, and dermatologic complaints. In 
814 cases (81.4 per cent) a psychiatric diagnosis was made, with 
the psychiatric disorder operating as either a primary or a 
secondary factor. In 508 of these 814 cases, the diagnosis was 
limited to a frank psychiatric syndrome, with 299 cases of 
neurosis, 69 of psychosis, and 140 of personality disorder; in 
184 cases there was a diagnosis of psychophysiologic disorder, 
and in 122 cases a psychopathophysiologic disorder was found. 
In only 166 of the 1,000 cases was an organic disease without 
significant psychologic or emotional concomitants diagnosed. In 
20 cases no diagnosis was reached. The authors conclude that 
when a patient’s complains extend over a year or longer with 
no clear-cut diagnosis, psychologic or emotional factors should 
be considered. They emphasize that these factors may play 
an important role concurrently with organic disorders, and the 
presence of one does not necessarily exclude the other. There 
is a need for establishing criteria for the positive diagnosis 
of emotional illness rather than relying on reaching such a 
diagnosis by the mere exclusion of organic factors. 


> Books for review which were received during the period 
from May 5 to June 5 are listed on advertising pages 76 and 77. 
Reviews of these books will be published as space permits. 


® CHALLENGES TO CONTEMPORARY MEDICINE. By Alan 
Gregg, Vice President Emeritus of the Rockefeller Foundation. Cloth. 
Pp. 120. Price $3.00. Columbia University Press, 2960 Broadway, New 
York 27, 1956. 


[Editorial Note: This review was prepared prior to Dr. 
Gregg’s untimely death, which is commented upon editorially in 
this issue of THE JouRNAL. The monograph will become even 
more significant if it should prove to be his last published work.| 


Many osteopathic leaders and educators will immediately - 


recognize the author of this book and know that its content 
would also serve as a challenge to osteopathy held as a sector 
of contemporary medicine. They will rightly conclude it is a 
book to be read. 

If the accusation, placed more or less often against or- 
ganized medicine, that it is reactionary, antisocial, and visionless 
in its concept of the role that medicine could play in forward- 
ing human welfare in America, seems true, actually it is but a 
half-truth. The stigma upon medicine’s house so often could 
not be applied to individuals in a position of leadership in mod- 
ern medicine—not to speak of many able physicians who do not 
concern themselves with the organizational aspects of their pro- 
fession. 

The author is an example of an individual with the M.D. 
degree whose influence has been world-wide for many years, 
but whose philosophy of medical activity seems strangely at 
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variance with many of the policies of the American Medical 
Association. 

This monograph, a series of five lectures, Number Six of 
the Bampton Lectures in America delivered at Columbia Uni- 
versity in 1953, gives emphasis to a new term which its author 
has frequently used in recent years—Great Medicine. He points 
out that the task of medicine today is to make use of its stores 
of knowledge, accumulated particularly in more recent decades. 

Recognizing that much more might be done than is being 
done to put these advances to work, Dr. Gregg points out that 
the problem is to devise better methods of paying for medical 
care. He sees Great Medicine to be the use of constellations of 
medical and paramedical specialists to aid the physician in caring 
for the patient, but a usage involving a cost which few people 
can stand unless protected by prepayment plans. 

The author’s critics would charge that he does not respect 
the fee-for-service principle in medicine as consistent with the 
American way of life. There is no reason to believe that Dr. 
Gregg would do other than agree with Lyman Bryson that the 
physician plays a double role in society—he has a purpose and 
he performs a function. His purpose is to make a living and 
that is an obligation placed upon the individual. His function is 
“to guard and conserve the health of a part of the population.” 
But it is obvious—as these lectures show—that Alan Gregg 
feels that no man has a right to practice medicine who fails to 
put his function first. He is disturbed by the increasing com- 
mercialization of the profession. He feels that the doctor should 
have what is called (and he calls) “a social sense.” Unless the 
reader grants this premise, “Challenges to Contemporary Medi- 
cine” will have little meaning, for it is with medicine’s social 
obligations that Dr. Gregg is deeply concerned. 

This is a book for thoughtful reading by all men and 
women who are aware of the part medicine must play if the 
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future of America is to be safeguarded. Therefore, it is a 
book for people who have escaped from their own self-cen- 
teredness. 

The last lecture is especially directed to the doctor-in-the- 
making—the medical student—and all who are concerned with 
his production. The student himself will find this final chapter, 
“The Natural History of the Doctor,” a challenge to him as 
contemporary to the medicine of tomorrow. Is it too much to 
hope that eventually the politico-economic aspects of medicine 
will catch up with its own prophets? 


B® ANAESTHETIC ACCIDENTS: The Complications of General and 
Regional Anaesthesia. By V. Keating, M.B., B.Ch., D.A., F.F.A.R.C.S., 
Consultant Anaesthetist and Lecturer in Anaesthetics, University College 
Hospital of the West Indies; late Senior Specialist in Anaesthetics, Royal 
Army Medical Corps. Cloth. Pp. 261, with illustrations. Price $5.00. The 
Year Book Publishers, 200 E. Illinois St., Chicago, 1956. 


For a man who states in the preface of his book, “much 
of my career as an anaesthetist has been spent in isolated 
places, .. .” Dr. Keating demonstrates extensive knowledge of 
his subject. Almost every complication and accident of the 
various anesthetic technics and methods are adequately de- 
scribed. The anesthesia resident should find this book extremely 
helpful in his daily work. 

The basic physiology of the respiratory and circulatory 
systems is covered in an “easy to remember style.” The reviewer 
is of the opinion that too much prominence cannot be given the 
work of the physiologist and the pharmacologist in an anesthesia 
text. The deviations from the normal which occur so readily 
and rapidly in anesthetic administration can be recognized and 
treated only if the normal is well known. 

Indifference and complacency have no place in anesthetic 
administration, and the author stresses this. The side actions of 
the muscle relaxants are adequately discussed. 

The chapter on spinal anesthesia is an excellent one, replete 
with excellent advice and precautions that come only from rich 
experience. 

Medicine knows no boundaries; and Dr. Keating’s knowl- 
edge and experience, although British in background, is utiliza- 
ble by all who practice anesthesiology. His book can be highly 
recommended, especially to residents and others who are new in 


the field. 
A. A. Gotpen, D.O. 


Bm A NEW PSYCHOTHERAPY IN SCHIZOPHRENIA. Relief of 
Frustrations by Symbolic Realization. By Marguerite Sechehaye, trans- 
lated by Grace Rubin-Rabson, Ph.D. Cloth. Pp. 199. Price $4.50. Grune 
& Stratton, 381 Fourth Ave., New York 16, 1956. 


This is an unusual and thought-provoking book. Jt repre- 
sents a positive contribution to the solution of one of the un- 
solved problems of medicine, schizophrenia. The author shows 
in detail a rational basis for the psychogenesis of this mental 
illness. 

Working with disturbed psychotic schizophrenics, she has 
deciphered the gibberish of their speech and behavior and has 
related it to early developmental trauma. The case of a cured 
schizophrenic is used as a guide for understanding other pa- 
tients. This knowledge gives the therapist a rapport with the 
patient that allows a positive handling of disturbed episodes. 

The author calls her technic symbolic realization, which is 
her term for the expression of the psychotic. With infinite 
patience and an innate love of human beings, she weighs and 
evaluates everything in the life of her patients and then, with 
a degree of insight and luck, ties it together in terms of present- 
day psychoanalytic concepts. 

A valuable chapter in the book deals with criteria for in- 
terviewing relatives of patients in terms of the expression of 
the patients. She gives a guide for bringing out early expe- 
rience and then suggestions about what can be done with the 
information gained. 

While this is a technical psychiatric treatise, for the in- 
quiring mind there is much here that is intriguing, for not too 
many books appear that offer an original idea; this one does. 


Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 
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B® MEDICAL MYCOLOGY LABORATORY MANUAL. By E. S. 
Beneke, Department of Botany and Plant Pathology, Michigan State Uni- 
versity. Paper. Pp. 186, with illustrations. Burgess Publishing Company, 
426 S. Sixth St., Minneapolis 15, Minn., 1957 


The Title, Medical Mycology Laboratory Manual, would 
imply a very limited manual for students of fungus diseases. In 
this case the manual is ideal for this use, but its potential far 
exceeds the implications of its title. Outstanding is a series of 
thirteen excellent color plates, each of six or more slides, pre- 
senting growth characteristics of mycotic colonies, specific or- 
ganisms, or tissues containing organisms. These are of practical 
value to understanding both superficial and deep mycoses. In 
addition, there are numerous black and white figures. Two 
extending charts provide quick differential references for the 
characteristics of the dermatophytes and of the deep mycoses. 

The book begins with a section on contaminants, which 
seem always to plague the physician; how can he be certain 
whether the organism found in a culture is the etiologic agent 
or a contaminant? So often routine medical texts leave this 
area of information a great void, but here the information is 
briefly and precisely given, with accompanying pictures. 

This text should be in the library of all hospitals where 
mycologic problems are encountered. It should be in the offices 
of dermatologists, and it would be of help to those physicians 
in general practice who would like a readily understandable 


reference to mycology as related to laboratory procedures. 
A. P. Uvsricn, D.O. 
DanieEv Koprince, D.O. 


B® CLINICAL LABORATORY METHODS. By W. E. Bray, B.A., 
M.D., Consulting Laboratory Director, Martha Jefferson Hospital, Char- 
lottesville, Virginia; formerly Professor of Clinical Pathology, University 
of Virginia and Director of Clinical Laboratories, University of Virginia 
Hospital. Ed. 5. Cloth. Pp. 731, with illustrations. Price $9.75. The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1957. 


The fifth edition of this laboratory standby appears in a 
smaller format, the result of numerous requests by users for a 
more easily handled reference manual. However there has been 
no slighting of content. In fact much new material has been 
added, including information on the Salk vaccine, exchange indi- 
cator, anticholinergic drugs, the treponema immobilization test, 
epidemic hemorrhagic fever, cat scratch disease, the neutral red 
indicator test for virulence of tubercle bacilli, doubly refractile 
lipoids in urine, pseudoalbuminuria, the sex difference in nuclei 
of mature granulocytes, and the male frog test for pregnancy. 
In addition there are several new charts, and many other tests 
are discussed. 

The authors have successfully examined and presented the 
important advances in laboratory testing since the publication of 
the fourth edition in 1951. The present edition is a needed addi- 
tion to the basic reference shelf of those involved in clinical 
use of laboratory tests or in the performance of the tests. 


®& CLASSICS IN ARTERIAL HYPERTENSION. By Arthur Ruskin, 
M.D., F.A.C.P., Associate Professor of Internal Medicine, University of 
Texas—Medical Branch; Consultant to the U.S. Public Health Service 
Hospital, Galveston, Texas. Cloth. Pp. 358, with illustrations. Price 
$9.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1956. 


A series of translations from the original writings of men 
who opened new pathways in the study of arterial hypertension, 
this book offers as its goal a perspective of past eminences that 
can be new inspiration to the brave. The studies are classified 
under Methods and Significance and include outstanding men 
from the late period of the Romans to the 1930’s. Selections 
are preceded by editor’s remarks regarding the man and his 
milieu at the time of the experiments. An attractive feature is 
the inclusion of a reproduction of the title pages of original 
works and portraits of various men who have made these 
classic studies. The book deserves the study of any physician 
who desires a more complete awareness of the history and 
philosophy of medicine. 


(Continued on page 719) 
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THERAPEUTIC 
NERVE 
BLOCKING 


FRANK S. THOMAS, D.O. 
Traverse City, Michigan 


N ERVE BLOCK Is defined’ as “the arrest of 
the passage of impulses through a nerve by mechanical 
or chemical means.” Mechanical means for the most 


part are surgical and beyond the scope of this paper. 
Anesthesiologists are primarily interested in chemical 
means, and although the excellent nerve blocking pro- 
duced by refrigeration for surgery on extremities 
should not be neglected, the chemical agents and proce- 
dures will constitute the subject of this paper. 


Physiologic basis 

Disturbances in the function of the sympathetic 
nervous system can produce clinical manifestations in 
three different ways: (1) vasospasm; (2) pain; and 
(3) dysfunction. 

Leriche*® conceived the idea of cyclic irritation, in 
which trauma or disease sets up a focus of irritation. 
This focus results in local vasospasm which in turn 
produces local circulatory embarrassment; the afferent 
impulses arising from such an irritation are responsible 
for the disturbances in collateral circulation in the adja- 
cent area of the lesion. This results in edema, more 
irritation, and prolonged vasospasm, so that a cycle is 
completed. He proposed to relieve conditions so char- 
acterized by temporary interruption of the cycle. In 
some cases, the nerve block would then conserve the 
tissue in the region surrounding the lesion, which may 
be the only part that is salvageable.* 

Though the mechanism of this action is not defi- 
nitely known, it results in relief of pain, increased 
function of the part, and generalized improvement of 
the patient which not infrequently lasts longer than 
the physiochemical interruption of the painful impulse. 
While the modus operandi is not identical in all cases, 
these therapeutic benefits are brought about by a num- 
ber of direct or indirect effects :*° 

1. Analgesia is immediate, which affords relief and 
comfort. It may be of short, intermediate, or long 
duration depending on the agent or method used and 
the physiologic effect the block has on the mechanism 
causing the pain. 

2. Interruption of reflex phenomena takes place, 
relieving that which initiates the painful state or takes 
part in sustaining it. 

3. Vasodilatation is immediate. Ischemia, or lo- 
calized hypoxia, is probably the basis of most pain. If 
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the ischemia is relieved the pain is relieved. Block al- 
lows vascular release, counteracting ischemia and asso- 
ciated hypoxia. 

4. Indirect beneficial effects are also noticeable, 
since relief of pain is usually followed by improved 
well-being and by needed rest and sleep. Outlook and 
morale are made better. It also may be that repeated 
blocks cause an elevation or modification of the thresh- 
old of pain. 

5. Restoration of function is sometimes a result 
of analgesic block. 


General considerations 


Therapeutic nerve blocking is simply a method of 
treatment of disease. It is not necessarily a cure. There 
are cases when it is the only method used and the pa- 
tient recovers, thereby making it a “cure”; however, 
in a majority of instances it is simply one of many 
methods which may be used in a single case to help the 
patient to recover. The regional anesthesiologist can 
expect no higher percentage of specificity by his meth- 
od than does the general practitioner or the specialist in 
other fields. With the job done to the best of his 
ability he can expect to relieve often, to contribute to 
diagnosis and prognosis frequently, but to cure rarely. 

The immediate establishment of a physiologic re- 
sponse to the blocking of a peripheral or autonomic 
pathway does not assure success of the procedure. It 
may relieve the patient for the duration of the agent’s 
effect ; it may give valuable information in diagnosis or 
prognosis; and if the condition of the patient has im- 
proved after the block, or series of blocks, it may be 
assumed that it has some value as a method of treat- 
ment. Very little more can be expected from any type 
of therapy. 

The only absolute contraindication to block therapy 
is sensitivity to the chemical agent used. The relative 
contraindications may be: (1) lack of knowledge, skill, 
and patience on the part of the operator; (2) lack of 
proper diagnosis, unless the block is being done for that 
purpose; (3) blocking “because there is nothing to 
lose,” with its high percentage of failures causing this 
method of treatment to come into disfavor; (4) infec- 
tion at the site of injection; or (5) uncontrolled dia- 
betes, making the patient an undesirable subject for 
block, though it stili may be done with strict adherence 
to technic and asepsis. In addition, the very minor 
shock which may result from some blocks may be fatal 
to a moribund patient. Neurasthenic and psychoneu- 
rotic patients are poor candidates unless this treatment 
is employed in conjunction with psychotherapy. In 
cases of psychosomatic or psychogenic pain, blocks 
should be avoided because they are of no value and 
occasionally aggravate the condition.‘ 

A legal permit to anesthetize is necessary, with a 
statement of undesirable side effects which might re- 
sult, such as loss of bladder control or post-block neu- 
ritis, if such are possibilities. This is especially true 
when long-lasting agents are used. 

The practitioner who employs analgesic block in 
the management of pain must assume the responsibility 
of a physician and not act merely as a technician who 
is an expert at inserting needles. The condition must be 
appraised to make a diagnosis or confirm the existing 
one. Related specialists must be consulted if indicated.* 

Because of the youthfulness of anesthesiology as a 
specialty, I suppose it is natural that attending physi- 
cians would think of anesthesiologists as consultants 
only as a last desperate resort. In more recent years 
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this has begun to change, and with this change in 
thinking the anesthesiologist’s work produces better re- 
sults in much less time. Also it cannot be overlooked 
that the anesthesiologist has probably become much 
more proficient in the technical aspects as well. 


Technical considerations 
It is common knowledge that the sooner a disease 


or pain syndrome is treated, the better the response ex- 
pected. The deeper the pain impulses are channelized 


Therapeutic nerve blocking is 
a method of treatment of disease. It is 


not necessarily a cure 


and the more widespread their manifestations, the more 
difficult it is to get at the seat of the trouble or break 
up the associated cycle. This has had a marked influence 
on the treatment of pain or painful lesions. 

The patient must have faith in his physician’s 
treatment. This is established by the physician’s inter- 
est in the case. He must explain his approach to the 
problem, the mechanics of the technic, how much dis- 
comfort to expect, and the immediate and end results 
of the treatment. In some cases it is probably advisable 
to tell of any undesirable effect that might result, and 
that the treatment could fail to bring relief or improve- 
ment. All this is time consuming but quite worth while 
in gaining the cooperation of the patient; the power of 
faith should never be underestimated. 

Moreover, the physician should not hesitate to ask 
the aid of the x-ray department in the mechanics of 
placing needles. Once the tip of the needle has disap- 
peared beneath the skin its position can be determined 
only by (1) the relationship of the visible part of the 
needle to surface landmarks; (2) the palpation of 
deeper bony landmarks by means of the needle; or 
(3) paresthetic flashes from accidental touching of 
nerve trunks with the needle. As experience is gained 
it will not be necessary to employ roentgenograms in 
therapeutic work, except in patients with deformity and 
abnormal structure. The x-ray films are beneficial in 
therapeutic blocking because more accurate placement 
is possible, and because an objective record is furnished 
of the position of the needles at the time the solution 
is injected. Moore® describes a very efficient radio- 
paque anesthetic solution for this purpose. Roentgeno- 
graphic control is essential in diagnostic and: prognostic 
work.’ 

Under the heading of chemical nerve blocks, a few 
words must be said about adrenolytic or sympatholytic 
and cholinolytic or parasympatholytic blocking agents. 
It appears that these agents are not effective in diseases 
in which their action is most needed. In a situation 
where a disease or condition is diffuse and of the same 
intensity throughout the body, these medications would 
probably be most satisfactory. Possibly the greatest im- 
provement from their use is noted in those patients 
who exhibit primarily vasospasm. However, this may 
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be said, in general, of all these agents ; namely, that as 
long as their effect is generalized, not localized or spe- 
cific, they may do more harm than good. This is true 
in peripheral vascular disease with occlusion, and espe- 
cially in elderly patients, for the following reasons: (1) 
By its generalized effect, the drug shunts blood from 
an extremity, digit, or part, where an extra supply is 
needed, into the general circulation where the vessels 
respond more normally to the agent, thereby defeating 
the purpose for which it is given. (2) If the drug pro- 
duces a drop in blood pressure when the heart is not 
able to compensate for general vasodilation by in- 
creasing its volume output, the circulation in the dis- 
eased extremity will become worse than before the drug 
was administered. In such cases a nerve or ganglion 
block has the distinct advantage of localizing the 
vasodilatory effect without creating systemic disturb- 
ances which might affect vital centers and/or even 
make the condition much worse.® 


Use in eclampsia 


It is easy to understand why Gams® wrote that the 
most gratifying use of continuous conduction analgesia 
is in the management of eclampsia. I have never seen 
it fail to accomplish its purpose when the block was 
done properly. In this condition, as in others, there are 
several approaches, the choice being governed by the 
physical status of the patient and the physician’s own 
ability. Any one of the procedures is therapeutic; the 
fact that a delivery is accomplished is incidental. The 
therapeutic effect results from: (1) a maximum vaso- 
dilatation of the lower extremities, enormously increas- 
ing the capacity of the vascular bed; (2) lowered blood 
pressure which can be maintained constant for hours; 
(3) block of the vasoconstricting elements to the kid- 
ney, thereby increasing the urine output ; (4) temporary 
denervation of the suprarenal glands with a correspond- 
ing diminution in the production of the endocrine vaso- 
spastic substance; and (5) reduction in the edema of 
the lower extremities, related to improved circulation in 
the vascular bed released from angiospasm.’ The above 
may be accomplished by the continuous method of 
caudal, peridural, subarachnoid, either fractional or 
drip,’ and sympathetic™ block. 

Pitkin’ states, “At the present time, it appears 
that conduction anesthesia is one of the greatest ad- 
vances in the management of the eclamptic, the pre- 
eclamptic, the hypertensive, and the nephritic patient.” 

Within the osteopathic profession, Matthews" of 
the Detroit Osteopathic Hospital reports on regional 
block anesthesia, a procedure which was incorporated 
into their management of eclamptogenic toxemia in 1945. 


We feel that the use of continous caudal or spinal anesthesia 
has been the greatest single factor in reducing the immediate 
hazards of severe pre-eclampsia or eclampsia in the history of 
modern obstetrics. It is administered to all toxemic patients 
admitted to the hospital in labor and to all cases under treat- 
ment whenever it is felt that previous therapy is not controlling 
the condition. . . . It has been observed that in a small group 
of convulsive patients where it became necessary to do imme- 
diate section shortly after the administration of the regional 
block, no untoward results occurred as long as the anesthesia 
was continued for several hours after the patient’s return to 
bed. . . . In fact there have been no convulsive seizures under 
an adequate level of regional block anesthesia. 


Other indications for use 


Acute pancreatitis is one of the most painful ab- 
dominal conditions. Whatever its etiology—inflamma- 
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tion, dietary indiscretions, bile in the ducts as might 
occur with spasm of the sphincter of Oddi or intra- 
pancreatic obstruction—the mechanism of focus of irri- 
tation, spasm, ischemia, and edema is set up. As with 
less severe conditions, the chemical blocking of this 
cycle gives dramatic results. The first and most com- 
mon approach was by way of single injection splanchnic 
block used by Gage and Gillespie.1* Occasionally one 
block will be adequate to relieve the most acute phase, 
but generally several blocks are required. This is time 
consuming for the anesthetist and objectionable for the 
patient. The continuous or fractional method of peri- 
dural or sympathetic block is much more practical, and 
the patient will not object to the flexed lateral or sitting 
position. The technic is well covered by the many good 
texts on regional anesthesia and by articles by Walker 
and Pembleton*® and Ansbro, Latteri, and Bodell.?® The 
continuous method makes a good treatment readily 
available whenever needed over a period of days. After 
the first acute phase, small amounts of dilute solutions 
may be used in order to allow the patient more freedom 
of movement. 

In peripheral vascular diseases, I feel that the anes- 
thesiologist should always be a consultant. In some 
situations, such as acute thrombophlebitis, nerve block 
is the treatment of choice, since it markedly decreases 
the inactivity of the patient, stops the pain, and initiates 
a proper situation for quick healing. Again, blocking 
is done through any of a number of methods, by sympa- 
thetic paralysis which 


. . . dilates those vessels which can still be dilated, combats 
reflex vasospasm of the uninvolved vessels, stops the pain 
caused by inflammatory and spastic changes in the vessels, im- 
proves collateral circulation, [and] facilitates the absorption of 
edema... .” 


While this can be accomplished by multiple single-in- 
jection caudal, peridural, lumbar sympathetic, or even 
sciatic blocks, the patient and the operator will be much 
happier with one of the fractional methods. 

In arteriosclerotic peripheral vascular disease or 
Buerger’s disease, bilateral blocking is the only satisfac- 
tory conservative treatment as far as the patient is 
concerned. The dramatic recovery seen in acute phle- 
bitis cannot be expected; however, it does relieve the 
pain and keeps the patient comfortable until more 
radical treatment such as sympathectomy or amputation 
is done. In some cases of Buerger’s and Raynatd’s 
diseases a course .of conservative treatment will clear 
up the situation for the time being. 

When there is one-sided occlusion with threatened 
or actual gangrene present, a one-sided block is indi- 
cated to help salvage all the tissue possible. Dilute solu- 
tions may be used to minimize the motor effect, or a 
long-lasting sympathetic block can be accomplished by 
using alcohol or phenol, 6 per cent. It is suggested that 
when the latter two are used, the position of the needle 
point be controlled by x-ray. In order to help avoid 
neuritis the technic of Mandl should be used; this 
technic calls for injection of local anesthetic agent (1) 
during insertion of the needle; (2) at the site of in- 
jection before injecting alcohol; and (3) upon with- 
drawal of the needle.* In cases of amputation, sympa- 
thetic block should be continued for a time to aid healing. 

I feel that whenever the peripheral circulation 
deviates from normal to produce symptoms, disease, or 
lesions, the regional sympathetics should be blocked as 
a contributory treatment. The list of indications is 
long: peripheral vascular diseases, severe frostbite, 
lacerations which destroy a portion of the blood supply, 
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fractures which are slow to heal, amputation stump 
pain, edema, embolism, arterial crisis, radical mastec- 
tomy syndrome, chronic leg ulcers, crushing injuries, 
et cetera. Reflex sympathetic dystrophies are discussed 
thoroughly by Betcher and Casten."* 


Stellate ganglion block 


Stellate ganglion block as a method of treatment 
is relatively new. It has been used extensively in some 
situations and very little in others where the same 
mechanism should apply. Its effectiveness as a thera- 
peutic agent, where indicated, should create a demand 
for its use. Moore’® states, 


Often in disease wherein stellate block has proved its value, 
it is tried only as a last resort when all other medical and surgical 
therapy has been exhausted. Such neglect of a valuable measure 
is to be condemned. When problems arise in which a stellate 
block or a series of stellate blocks is known to be of value, this 
procedure should be used immediately in conjunction with other 
acceptable medical and surgical therapy—not as a last resort. 
The results should not be evaluated from the benefit derived 
from the first block. It is often necessary to perform a series 
of blocks, i.e., four to seven, before dramatic improvement occurs. 


An ill patient has every right to any treatment 
which may benefit him. Most patients are aware that 
there are few specific remedies, and in this respect 
stellate block is no different from dozens of other treat- 
ments. Even a little improvement can mean a lot to a 
patient both physically and mentally. To quote from 
Moore”? again, 


Exemplifying this are cerebral vascular accidents. In this 
condition, therapy other than stellate block, worthy of offering 
the patient, leaves much to be desired. While stellate block 
may be of no value in the large majority of patients, it does 
improve some patients, a few even miraculously, and it does 
boost the patient’s morale as some type of active therapy is be- 
ing undertaken. The fact remains that if a type of therapy 
only improves one patient in a hundred, for that patient the 
therapy has been 100% effective and has been worthwhile. 


There are four main approaches to the stellate 
ganglion: Anterior, anterolateral, lateral, and posterior. 


The only absolute contraindication 


to block therapy is sensitivity 


to the chemical used 


There are roughly about twenty different technics, and 
it would seem logical for the anesthetist to become pro- 
ficient in two or three technics, including a posterior 
approach. For most treatments using a short-acting 
anesthetic solution, any approach from the anterior half 
of the neck will be satisfactory because sufficient volume 
can be used to assure the spread caudally to include the 
direct sympathetic nerves arising from the first through 
the third or fourth thoracic ganglion. It must reach 
that far to block the upper extremity satisfactorily. In 
treating the neck and head area, only the stellate gang- 
lion needs to be blocked and smaller amounts of solu- 
tion are required. 
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Horner’s syndrome is accomplished by blocking 
the stellate, but its appearance does not necessarily 
mean that there is a blockade of the sympathetics to 
the upper extremity. The large volume of solution used 
for a complete block may overflow to involve the re- 
current laryngeal nerve and the brachial plexus. This 
is a temporary thing and not objectionable when short- 
acting agents are used. However, if long-acting solu- 
tions, such as alcohol or phenol, are used for upper 
extremity work it would be a serious complication to 
have them overflow into other nerve pathways. This is 
prevented by using the posterior approach and deposit- 
ing only 2 to 5 cc. at each segment separately. 

Moore’ lists thirty-three conditions associated with 
vascular disturbance, increased glandular secretions, 
bronchiolar spasm, and abnormal cardiac rhythms in 
which block of the cervical and upper thoracic portions 
of the sympathetic nervous system may be of value. 

My experience does not cover nearly half of this 
wide variety of diseases and conditions. However, I 
feel fortunate in having had some experience with 
stellate block. Probably this is brought about by the 
fact that most of my experience in anesthesia has been 
gained in small hospitals in which there is a closer pro- 
fessional and personal contact between all departments. 
In problems of diagnosis and treatment, consultations 
and opinions are readily requested and given. I feel 
that many times the anesthesiologist may step forward 
and request that he be allowed to use a block for prophy- 
lactic and/or therapeutic reasons. This is because the 
attending physician or surgeon may be deeply involved 
with his own aspect of the case and simply does not 
think of the therapeutic value of nerve blocking. In the 
small hospital this is taken in the spirit in which it 
is given. 

Te cite an example, there might be a case of 
gangrene of occlusive peripheral vascular disease in 
which amputation is inevitable. A long-lasting sympa- 
thetic block several days before the surgery would help 
to salvage all possible tissue, increase the blood supply 
to the tissues adjacent to the gangrenous part, and after 
surgery promote healing and keep the patient much 
more comfortable throughout his hospitalization and 
for a variable time afterward. 

Over the past 5 years, I have been using stellate 
blocks in all types of cerebral vascular accidents, in- 
cluding angiospasm. The series is too small to be of 
any value statistically. Some patients have received no 
benefit, especially when the disease process has been 
very extensive and of long standing. The results seem 
to bear no relation to the presence of free blood in the 
spinal fluid, because some with the latter condition have 
made quick and excellent recoveries. The patient is 
very grateful for any progress at all. A little more 
motion in a limb, cessation of headache, the ability to 
speak more clearly, less mental confusion, the return 
of sensation to a part or all of a limb, or perhaps only 
a slow definite progress—these all contribute to morale 
building. Occasionally there is a patient who is dra- 
matically returned to normal after one block; this I 
consider to result from release of an angiospasm. 

It might be said that perhaps all these changes 
would have taken place under nursing care only. Per- 
haps some would have; as no two cases are exactly 
alike it is impossible to maintain controls. In general, 
I feel that after comparing the progress of cerebral 
vascular accident cases before and since stellate blocks 
have been used, the patient should be offered this treat- 
ment. It is an active conservative treatment ; something 
is being done for the patient, and any small amount of 
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improvement is greatly appreciated and well worth the 
time and effort spent. There is no way of knowing 
whether the next patient may near recover after one, 
two, or three blocks. 

Conditions or diseases resulting from alterations 
of blood supply in the upper extremity should always 
be treated with stellate block in conjunction with medical 
and/or surgical care in order to obtain optimum results. 
A list of a few such conditions follows: phlebitis, post- 
operative edema, ischemic paralysis, shoulder-hand syn- 
drome, amputation pain, nonunion of fractures, frost- 
bite, crushing injuries to hand and arm, skin grafts, 
and any vascular occlusion. It is also used in Raynaud’s 
disease, neuralgias, bursitis, herpes zoster, cervical rib 
syndrome, x-ray dermatitis, angina pectoris, and Bell’s 
palsy. 

This has been no attempt to cover all indications 
for therapeutic nerve blocking, but simply to review a 
few of the conditions in which I feel that sympathetic 
blocking has produced a fair degree of success. 


Summary 


Nerve blocking as a method of treatment is dis- 
cussed. Its regional physiologic action is compared to 
the generalized action of the general autonomic blocking 
agents. Therapeutic effects of regional blocking are stat- 
ed. Relative contraindications and a few aids are given. 

The advantages of using regional nerve blocking in 
eclamptogenic toxemia, acute pancreatitis, and periph- 
eral vascular diseases are discussed, and a list of other 
uses is given. 

Stellate blocking as a method of treatment and my 
experience with it in the treatment of cerebrovascular 
accidents are discussed. A list of conditions and dis- 


eases which may be benefited by stellate block is given. 
625 West Bay St. 
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DONALD H. BRINER, D.O. 
Dayton, Ohio 


a RESERVE Is an old and clinically val- 
uable concept ; however, it is still loosely defined and 
poorly understood. It will be the purpose of this paper 
to define this concept in physiologic terms and to relate 
its components to specific tests of cardiac function. 

Cardiac reserve is simply defined as the capacity 
of the heart to meet the extra demands placed upon it. 
It may be more precisely and clearly defined and pos- 
sess more clinical applicability if its various components 
are more closely examined. 


Stress and compensation 


Stress upon the heart is threefold in character. It 
may be caused by an increase in venous return, that is, 
its input load; an increase in the blood pressure of the 
systemic or pulmonary arterial system, that is, its re- 
sistance load ; or to certain loads not so easily revealed, 
such as trauma or inflammation. 

The normal heart meets these increases in stress 
through any combination of four compensatory mech- 
anisms. These are: (1) dilatation; (2) hypertrophy, 
if sufficient time elapses; (3) tachycardia; and (4) in- 
crease in the contractile power of the myocardium. By 
necessity, as no other compensatory mechanisms reside 
within the heart, a diseased heart meets imposed stress 
in the same manner, although the disease itself may 
seriously compromise one or more of these mechanisms. 

Dilatation is a simple mechanism, resident in the 
heart, designed to adjust the output of the heart to its 
input. Katz‘ states: “At the bedside, dilatation of the 
heart should be considered compensatory to enable the 
heart to meet an increased load.” 

Hypertrophy is another mechanism which, by in- 
creasing the mass of the heart, permits it to release 
more energy so that it can overcome the increased load. 
Dilatation and hypertrophy, especially the latter, are 
not necessarily significant of underlying cardiac disease 
unless it is clear that they occur without an increased 
load upon the heart. 

Tachycardia is another mechanism which permits 
the heart to overcome an increased load. Briefly, it 
develops as a result of a lessening of vagotonia with a 
concurrent enhancement of the sympathetic nervous in- 
fluence and to some extent is influenced by epinephrine 
and norepinephrine. 

The last of the four compensatory mechanisms 
available to overcome increased loads upon the heart is 
increase in myocardial contractility. This is closely al- 
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lied to tachycardia and is brought into action by reflex 
and humoral mechanisms similar to those producing 
tachycardia. Tachycardia and myocardial contractility 
are extrinsic adjustments to increased load which play 
fully as important a role as do the intrinsic mechanisms 
of hypertrophy and dilatation. 

Katz* has stated that “when all four compensatory 
mechanisms are simultaneously operative, they are in- 
terdependent ; the more there is of one, the less need 
there is for the others to come into play.” 


Abnormal compensation 


These four mechanisms do, however, have a ceil- 
ing beyond which further increase becomes detrimental 
rather than beneficial. According to Katz,’ a physiologic 
definition of myocardial reserve is aptly stated in terms 
of each component. It is the difference in the size of 
the heart under the present load and the upper limits 
beyond which further increase becomes detrimental ; it 
is the difference between the heart weight under the 
present load and that which can be produced; it is the 
difference between the heart rate existing under the 
present load and the upper limit, beyond which further 
increase is detrimental; it is the difference between the 
contractile power of the heart under its present load 
and the maximum that can be obtained. For application 
of this concept, it is important to appreciate not only 
that the four compensatory mechanisms do have a limit, 
beyond which further increase is detrimental, but also 
why there is an upper limit. 

The heart cannot dilate indefinitely and produce an 
increase in work. It has been established that there is 
a point below which further dilatation is beneficial and 
above which it is detrimental. This point cannot be es- 
tablished clinically ; but it is a clinical rule of thumb that 
any dilatation is evidence of increased stress upon the 
heart. 

Hypertrophy is limited by failure of the capillaries 
to increase in number as the heart hypertrophies. Con- 
sequently, as hypertrophy proceeds each fiber moves 
farther away from its capillary and thus from its oxy- 
gen supply and site of removal of metabolic wastes. 
A point is reached where oxygen cannot diffuse in ade- 
quate quantity to maintain normal function and where 
removal of metabolic waste becomes inefficient. 

Tachycardia beyond a rate of approximately 160 
in a normal heart produces inadequate function because 
of: (1) lack of time for full coronary perfusion (coro- 
nary filling occurs in diastole which is abbreviated at 
the expense of systole); and (2) inadequate diastolic 
filling of the ventricles, thus producing decreased stroke 
volume. 

Although relative proportions of the four mech- 
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anisms operating cannot be accurately assessed at the 
present time, this in no way negates the value of this 
concept. Certain of them can be roughly evaluated by 
chemical and laboratory methods. These methods form 
the basis for the presently used and understood cardiac 
function tests. 


Evaluation of function 


At the outset, it may be stated that a simple test to 
evaluate functional cardiac reserve is yet to be devised. 
Moreover, no physiologic test can ever be expected to 
supplant a carefully taken history and a thorough physi- 
cal examination. Certain physiologic tests are valuable 
in presenting quantitative data to the clinician or anes- 
thetist and materially aiding him in determining an 
individual’s operability. 

In the evaluation of any test, it is important to 
remember that the circulation is in a constant state of 
flux and that measurements taken 24 hours (or even 1 
hour) apart may not register important adjustments 
occurring within the period in question.* Also, these 
tests are not only affected by the cardiac or peripheral 
vascular status but may be altered by multiple endo- 
crine, gastrointestinal, renal, and respiratory factors. 
Finally, many of these tests are partially dependent on 
the individual’s general muscular strength and training ; 
in other words, in two individuals with the same degree 
of cardiac disability, certain function tests will be much 
better in the laborer than in the person of sedentary 
occupation. 

The evaluation of cardiac size by physical methods 
or more accurately by x-ray determines the degree of 
dilatation and/or hypertrophy, which is usually indica- 
tive of some degree of encroachment on myocardial 
reserve. 

Competent electrocardiographic examination 
through the clear delineation of left, right, or combined 
ventricular hypertrophy is indicative of encroachment 
on cardiac reserve when it is shown that there is an in- 
creased load upon the heart. Moreover, certain electro- 
cardiographic patterns, particularly the leads over the 
right ventricle, may help to clearly delineate the nature 
of the increased load upon the heart.* It is obvious that 
the appearance of intrinsic myocardial disease in the 
electrocardiogram definitely indicates embarrassment of 
the cardiac reserve. 


Functional tests 


Two functional tests utilizing the electrocardio- 
graph are the two-step exercise test of Master and the 
anoxemia test of Levy.* Both of these have proved dis- 
appointing in the evaluation of cardiac reserve but are 
of definite value in the demonstration of inadequate 
coronary circulation. A positive test has been shown to 
represent a warning of future cardiac difficulties includ- 
ing myocardial infarction. Parenthetically, it may be 
stated that a double Master two-step test should be per- 
formed if the initial single Master test is negative. 
Master, Pordy, and Chesky® state that by means of 
negative single and double tests, coronary disease may 
be ruled out in 95 per cent of all cases. 

The Levy test is performed by having a patient 
breathe 10 per cent oxygen and 90 per cent nitrogen 
over a period of 20 minutes during which electrocardio- 
grams are taken at 5-minute intervals. Untoward and 
occasionally dangerous side reactions have been ob- 
served during this test ; vasovagal syncope has been the 
most frequent.” 

The Master two-step test is performed by having 
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the patient take a standard number (according to age, 
sex, and weight) of trips up and down two steps 9 
inches high. Electrocardiographic tracings are done im- 
mediately after exercise, at 2-minute and at 6-minute 
intervals. 

Neither of these tests should be done if the resting 
electrocardiogram is abnormal. Although neither is help- 
ful in evaluating cardiac reserve, both represent an im- 
portant step forward in the study of the coronary circu- 
lation under normal stresses and strains. 

The arm-to-tongue circulation time, using calcium 
gluconate or Decholin, if elevated above the average 
normal of 12 seconds, signifies congestion of the pulmo- 
nary vascular bed which most commonly results from 
left ventricular failure or mitral stenosis. The arm-to- 
lung circulation time, using 5 minims of ether and 5 
minims of saline, if elevated above the average normal 
of 6 seconds, is indicative of congestion in the systemic 
venous circulation. The determination of the circula- 
tion time then demonstrates only the breakdown of 
cardiac reserve and is consequently of value in the de- 
termination of early congestive failure when the usual 
clinical signs are absent or minimal. 

A rough but adequate determination of the systemic 
venous pressure can be made by simple inspection of 
the jugular veins with the subject sitting vertically in 
the upright position.® Jugular turgescence, then, is an 
index of the degree of congestion of the systemic veins 
throughout the body, thus indicating that the cardiac 
reserve has been exceeded and to what degree. This 
excepts obstruction or compression of the jugular vein 
or superior vena cava, that is, the superior mediastinal 
syndrome. Normally, the jugular pulse should not be 
visible above the clavicles. The vertical distance from 
the orifice of the superior vena cava to the upper border 
of the right clavicle varies from 8 to 10 cm., which may 
be taken as the upper limits of normal venous pressure 
(6 to 8 cm.). When the jugular pulse appears above 
the clavicle, venous hypertension may be diagnosed ; its 
height may be determined by adding its vertical dis- 
tance above the clavicle to the distance from the heart 
4 the upper border of the clavicle (approximately 

cm.). 

When reliably determined, the cardiac output is an 
accurate measure of cardiac function. Starr’ has de- 
veloped a formula for its determination from blood 
pressure levels and age, which gives consistently parallel 
but lower results than the cardiac catheterization or 
Fick principle technics. It is: 

Stroke vol. (cc.)=101+0.50 pulse 

pressure—0.59 diastolic pressure—0.61 age 
The normal stroke volume is 50 to 100 cc. This method 
is of great value to the clinician, particularly when 
basal blood pressure levels are utilized. When the val- 
ues obtained by this method are correlated with cardiac 
size and rate, a fair estimate of cardiac reserve is ob- 
tained. 

Other commonly used clinical tests are the breath- 
holding test and the vital capacity measurement. Both 
of these tests, although simple and easy to apply, may 
be abnormal in the absence of disease, because of the 
patient’s inexperience, exhaustion, or lack of physical 
training.® 

The vital capacity is decreased in proportion to the 
degree of pulmonary congestion; therefore it is of no 
value in predicting cardiac reserve in the absence of 
congestive heart failure or mitral stenosis. Further- 
more, it is chiefly congestive heart failure and mitral 
stenosis that cause the vital capacity to be decreased. 
As would be expected, serial measurements of vital ca- 
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pacity are extremely valuable in following the course 
of left heart failure. 

The breath-holding test is the length of time that 
the breath can be held after a full inspiration. Normal- 
ly, the breath can be held 30 to 45 seconds. If it can 
be held less than 30 seconds, and general weakness can 
be eliminated, pleural or pulmonary disease, congestive 
heart failure or lesser grades of cardiac insufficiency, 
or mitral stenosis will be found. 


Tests of cardiac reserve are limited in their ap- 
plicability and information derived. The simpler the 
test, the better; a simple test is less likely to strain un- 
accustomed muscles, less likely to exhaust prematurely 
a person not in good health, and more convenient and 
practical to execute. Most tests broadly evaluate the 
total cardiac status, excepting the Master and Levy 
tests which determine the status of the coronary circu- 
lation. 

In evaluating the cardiac status, a complete physi- 
cal examination should be done and a thorough history 
should be taken with close inquiry about the two most 
common manifestations of overtaxation of the myocar- 
dium—dyspnea and angina in all its many forms. If 
the examination and tests are equivocal or there is any 
doubt concerning the adequacy of cardiac or pulmonary 
function, the physician should walk up one or two 
flights of stairs with the patient, noting changes in the 
depth and rate of respiration and the cardiac rate and 
the development of basilar rales or paroxysms of 
coughing. An objective exercise test will often suggest 
serious cardiac or pulmonary dysfunction. 

Cardiovascular complications are among the most 
frequent postoperative hazards of major surgery. It 
should not be forgotten that any patient showing even 
a hint of myocardial insufficiency should be digitalized 
preoperatively.® Negiect of this feature of preoperative 
preparation will often lead to unnecessary cardiovascu- 
lar complications. Of all tests of cardiac function, one 
of the most useful is the therapeutic trial of digitalis. 
When properly done, this test demonstrates unequivo- 
cally the presence of previously unsuspected myocar- 
dial failure. 


Conclusion 


The anesthetist, internist, and surgeon, by meticu- 
lous examination and preoperative preparation of the 
patient, can minimize cardiovascular complications and 


actually decrease their frequency. 
521 Grand Ave. 
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I HE PHYSIOLOGY OF respiration is of par- 
ticular interest to the anesthesiologist. For one thing, 
his management of the case requires a control of the 
atmosphere the patient breathes in order that sufficient 
oxygen may be supplied, carbon dioxide eliminated, and 
the proper amounts of potent anesthetic drugs respired 
to safeguard the patient and produce smooth anes- 
thesia. Second, many patients come to surgery with 
impaired pulmonary function and unfortunately some 
acquire complications during or following anesthesia. 
The present-day anesthesiologist must be well grounded 
in the more intricate details of pulmonary function in 
order to understand the problems and take prompt cor- 
rective action. 

The transfer of a given gaseous component from 
the alveolus, across the respiratory membrane, into 
physical solution and perhaps chemical union with ele- 
ments of the circulation or, in reverse, from the blood 
stream to the alveolar gas depends in each instance 
upon a gradient. In other words, a higher concentration 
of a given component in one area must exist in order 
that it may be transferred to another area of lower 
concentration. Such concentrations are indicated more 
conventionally in terms of the partial pressures of a 
gas in the alveolus and of tensions of the gas in the 
blood. The basic idea of this exchange is clearly and 
simply illustrated in various publications.* 

There are many conditions which contribute locally 
to the effectiveness of the exchange at the alveolar- 
capillary level, and the sum of these conditions deter- 
mines the efficiency of the pulmonary function. Some 
of these factors include: (1) the dead space, both 
anatomic and physiologic; (2) the forces involved in 
inspiration and expiration, especially those of elastic 
resistances of the alveoli and the resistance to air flow 
through the tracheobronchial tree; and (3) the factors 
affecting the ratio of ventilation and blood flow.? 

The following discussion will examine these items 
and consider their application to the practice of anes- 
thesiology. 


Dead air space 


Experienced anesthesiologists are familiar with the 
problems of upper respiratory tract obstruction and 
varying degrees of asphyxia from inadequate ventila- 
tion caused by drug depression and postural strains. 
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However, some are not as familiar with the more 
subtle but serious disturbances affecting the volume 
and distribution of gases to the alveolar-capillary areas 
of the individual pulmonary units.** 

The anatomic dead space may be described as the 
space in the portion of the respiratory tract containing 
inspired air that does not come into contact with the 
functioning respiratory units, namely, the area from the 
lips and nostrils to the respiratory bronchioles. During 
quiet inspiration, a tidal air of approximately 450 cc. 
passes through the respiratory tract, but about 150 cc. 
of this volume come to rest in the dead space at the 
end of inspiration. Thus 300 cc. of fresh air have ac- 
tually reached the respiratory epithelium. During ex- 
piration, an equal amount (450 cc.) of alveolar air 
passes out of the lungs, but 150 cc. of this alveolar air 
come to rest in the dead space at the end of expira- 
tion, to be respired back into the alveoli with the be- 
ginning of the next breath. 


If it is considered that this dead space air, remain- 
ing relatively constant at 150 cc. in the average adult, 
may change its ratio to freshly inspired air whenever 
the tidal volume changes, it will become evident that 
the normal dead space acts as an efficient governor of 
the partial pressure of carbon dioxide in the alveolar 
air. Hence, in combination with the chemoreceptors of 
the respiratory mechanism, it acts to control the pH 
of the blood. When these compensatory mechanisms 
become impaired or altered in pathologic states or while 
under the effect of anesthetic drugs, the normal re- 
sponse will be altered or absent. The anatomic dead 
space then becomes a ventilation problem. The anes- 
thesiologist must literally take the problem into his own 
hands by skillful assistance of respiration or rebreath- 
ing. A study of the relation between anatomic dead 
space, tidal volume, and minute volume at various fre- 
quencies illustrates that alveolar ventilation rapidly 
decreases to a critical value as the tidal volume drops. 
Furthermore, the higher the rate of respiration, the 
more rapidly this critical value is approached. 

The physiologic dead space is considered to be the 
anatomic dead space plus the volume of ventilated 
alveoli without pulmonary capillary blood flow or those 
alveoli ventilated in excess of the needs for arterializ- 
ing the blood circulating in the pulmonary capillaries 
of their walls.2 The physiologic dead space, unlike the 
anatomic, is subject to considerable increases in volume 
with various disease states. Chronic changes of inflam- 
mation and fibrosis can reduce the amount of circula- 
tion. Overdistention of an alveolus can mechanically 
increase resistance to blood flow in its capillaries by 
compression. The edema produced by pulmonary 
hypertension can interfere with circulation while pul- 
monary emboli and infarction can eliminate the circu- 
lation to a large area of the lung. Overventilation occurs 
characteristically with some alveoli in emphysematous 
states. It should likewise be possible to increase the 
physiologic dead space in a similar manner by over- 
inflation of the lung through mechanical means during 
anesthesia. Thus an elevation of the mean pressures on 
the breathing bag can interfere with circulatory effi- 
ciency in the pulmonary capillary beds in addition to 
interference with the emptying of some alveoli by their 
natural elastic recoil. 


Inspiration and expiration 


This brings the second point of discussion: the 
forces involved in inspiration and expiration. During 
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inspiration the muscular activity which enlarges the 
volume of the thorax is opposed chiefly by two factors. 
The first is the elastic resistance of the tissues forming 
the primary lung units. This resistance is related to unit 
volume change only, but the compliance of the lung 
pertains to the ability of the tissue to expand in a given 
length of time. As an example, a pathologic change in 
the pulmonary tissue might affect the elasticity to a 
limited degree, but because of an increased stiffness or 
reduced compliance, the patient would be forced into a 
rapid, shallow type of breathing as too much time 
would be required to expand the lungs to a normal 
degree. Thus, for example, a patient with pulmonary 
carcinomatosis, scleroderma, or generalized fibrosis 
might have a low compliance and assisted respiration 
would have to be relatively rapid. 


A second factor of resistance to inspiration is that 
exerted by the tracheobronchial tree, for rapid increase 
in air flow results from a slight increase in lumen 
when the pressure is held constant. A mild constriction 
or obstruction can therefore effect considerable change 
in volume flows and pressures. Resistance is derived 
also from the type of flow the air assumes in its pas- 
sage, which in the tracheobronchial tree is of a com- 
bined laminar and turbulent type. This is important 
because resistance to the laminar type of flow increases 
with the viscosity of the air, while in the turbulent flow 
the resistance increases with density. The use of helium 
increases the viscosity to a mild degree but the ex- 
tremely low density of the gas reduces the resistance 
of the turbulent flow, thus aiding by increasing the 
possible minute volume flows in obstruction and cases 
of restrictive lesions where more rapid respiratory rates 
are required. 

The forces involved in expiration are passive 
except for the contracting recoil of the distended 
alveoli. Therefore, in this case the elastic force de- 
pends on the amount of distention and the mechanical 
compliance of the lung. In the expiratory phase of 
respiration the time element becomes important. The 
normal lung should passively empty itself of the tidal 
volume in less than 3 seconds. If obstruction, as in 
asthma, or decreased pressure gradients, as with an 
overfilled breathing bag, occurs, the expiration time 
will be prolonged. The patient will then have to meet 
his respiratory requirements by actively increasing the 
force of expiration, thus reducing its time, or by in- 
creasing the elastic recoil of the alveoli by overdisten- 
tion. This latter increases the functional residual capac- 
ity, and compensation will be established until further 
obstruction occurs. The distended barrel chest of the 
emphysematous patient is an example of such compen- 
sation. When such a patient is under general anesthesia 
his expiration is necessarily passive and further dis- 
tention of overinflated, less elastic alveoli by manual 
pressure on the breathing bag becomes a serious prob- 
lem. The negative phase of the mechanical ventilator is 
of special merit in such cases. 

The resistance to air flow through the tracheo- 
bronchial tree during expiration is essentially of the 
same nature as that described for inspiration, with the 
addition that it is a more acute problem in the expira- 
tory phase, resulting in prolonged expiration in most 
pulmonary diseases. There is lack of agreement on the 
cause, but some believe the nonuniform emptying of the 
pathologic lung results in the partial obstruction of 
some of the respiratory bronchioles. Miller, Wu, and 
Johnson have described a method of fractional analysis 
of the 0.5 second expiratory volume which, in conjunc- 
tion with the total vital capacity, gives information for 
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classifying the pulmonary lesion as restrictive, obstruc- 
tive, or combined, and offers a convenient method for 
following the progress of therapeutic measures, A pro- 
longed expiratory phase is, of course, characteristic of 
“air trapping” and is usually present to some degree in 
most pathologic lungs. 


Ventilation-blood flow ratio 


Finally, a proper ratio between the alveolar ven- 
tilation and the pulmonary capillary blood flow is essen- 
tial for efficiency in pulmonary function, for this is the 
zone where actual ventilation of the blood occurs. To 
establish the ratio, the alveolar ventilation, (VtT—Vp) Xf 
(approximately 4 liters per minute, for example), is 
divided by the capillary blood flow, Qe (5 liters per 
minute). Such a ratio would be 0.8 or normal. In the 
above expression the symbols refer to those adopted in 
1950 by American pulmonary physiologists,® thus: 

Example 

Vr refers to the tidal volume 350 ce. 

Vp refers to the dead space volume 150 ce. 

f=frequency or respiratory rate per minute 20 cc. 

Oc=quantity of capillary blood flow 

per minute 
(Vr-Vp)f 
Therefore Oc 


Then, according to the example above 


(ratio) 


5000 cc. 


=ventilatory-blood flow ratio. 


However, to be significant, this ratio must be 
considered on the level of the primary lobule; if the 
entire lung were considered, it could be postulated that 
2 liters of ventilation could all go.to one lung with no 
circulation while the 2.5 liters of blood circulated in 
the remaining lung with no ventilation. Such a condi- 
tion would result in a normal ratio but no respiratory 
exchange.” 


There are various methods used for determining 
the degree of function of primary respiratory units? 
but on the practical basis required by the anesthesiolo- 
gist the ‘anatomical shunt” can be diagnosed usually 
by elimination of other possibilities as the cause for 
hypoxia. The latter conditions will respond to high con- 
centrations of oxygen, improved ventilatory volume, 
and diffusion, but the shunt will not respond to these 
methods because the improved ventilation is not reach- 
ing certain alveoli and the blood is circulating past 
unventilated areas. 

The ventilation-blood flow ratio would be expected 
to be normal in conditions where volume changes were 
proportionate, as in exercise or pneumothorax. The 
ratio would increase, however, if the circulation of the 
pulmonary artery decreased, as with an embolus, in- 
farction, or ligation. Likewise the ratio would increase 
if the ventilation increased as might be expected in the 
hyperventilation of emphysema or response to hyper- 
capnea. 

The present interest is particularly in situations that 
result in a decrease of the ventilation-blood flow ratio, 
such as: (1) general anesthesia with reduced ventilation 
from drug depression ; (2) emphysema where increased 
resistance to circulation has produced vascular conges- 
tion in the capillary beds and thus, to some degree, has 
reduced the volume and expansibility of the alveoli; 
(3) in bronchial asthma and bronchospasm where 
bronchiolar constriction seriously reduces the degree of 
alveolar ventilation; and of course (4) in atelectasis 
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where the ventilatory units are collapsed and airless but 
the circulation continues to be active. 

It is well to be reminded that a small shadow of 
atelectasis showing in the chest roentgenogram repre- 
sents a considerable section of the lung and the dysp- 
nea, cyanosis, and mediastinal shift will not be relieved 
by the administration of oxygen and antibiotics al- 
though such therapy is not contraindicated. Real im- 
provement comes with the relief of the obstruction and 
reinflation of the atelectatic area. Therapies designed to 
encourage cough, change of position, deep respiration, 
gravity drainage, bronchoscopic aspiration, and aerosol 
administration of bronchodilators and wetting agents 
are direct attacks upon the problem and will give the 
best results. In the case of severe circulatory conges- 
tion, especially when the condition has developed in 
the course of general anesthesia, a rather steep tilt of 
the table to a Fowler position will be helpful in reliev- 
ing capillary engorgement and pulmonary edema. Any 
patient with congestive right heart failure and pul- 
monary hypertension who comes to surgery with or- 
thopnea should be anesthetized with the head and chest 
elevated and be kept in that position during the anes- 
thesia and recovery, providing an endotracheal tube is 
used to control aspiration. With the use of light anes- 
thesia and particular care to avoid hypotension, such a 
position should not be hazardous. 

From the foregoing discussion it should be evident 
that vital capacity measurements, minute volume ex- 
changes, and simple notations of respiratory rates give 
only little or misleading information. For instance, a 
patient with well developed emphysema may show an 
excellent vital capacity, yet the actual alveolar ventila- 
tion may be poor and the functional capacity may be 
far below normal. On the other hand, a patient with 
pneumonectomy may have a greatly reduced vital capac- 
ity, yet the alveolar ventilation-capillary blood flow ratio 
of the remaining lung may be excellent. A patient on 
assisted or controlled respiration under anesthesia, with 
a tidal volume of 200 cc. and a respiratory rate of 30 
cycles per minute, has a poor minute volume of 1.4 
liters per minute. These are examples of problems that 
every anesthesiologist should know and be able to solve 
in his daily responsibilities. 


‘Summary 


The anesthesiologist should understand the basic 
principles of gas exchanges at the alveolar-capillary 
level and the causes for disturbance of such exchanges. 
A discussion, based on recent literature of pulmonary 
physiology, particularly the work of Comroe,’? con- 
siders such items as the dead space, forces involved in 
respiratory exchanges, and factors affecting the venti- 
lation-blood flow ratios as they apply to the problems 
of the anesthesiologist. 

7424 Haskell Ave. 
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| HIS PAPER WILL ATTEMPT to demonstrate 
how some conditions present in the patient affect the 
normal responses to general anesthesia. Also, some fac- 
tors inherent in inhalation anesthesia technics which are 
responsible for abnormal physiologic reactions will be 
presented. 


Irreversible conditions 


Surgical patients present themselves to the anes- 
thesiologist in varying states of health and with many 
disease entities which can be responsible for initiating 
anesthetic complications. It is the anesthesiologist’s re- 
sponsibility to discover these pre-existing sources of 
trouble and correct those that are amenable to treat- 
ment. Those that cannot be corrected or ameliorated 
require recognition so that they are not aggravated by 
the anesthesia. 

Among the irreversible conditions which confront 
the anesthesiologist are : 

1. Age. This should be evaluated as biologic rather 
than chronologic. Patients in the extremes of age re- 
quire special consideration. The pediatric patient re- 
quires a relatively high degree of premedicant and 
anesthetic drugs because of his high metabolic rate; 
conversely, the geriatric patient requires comparatively 
less preanesthetic and anesthetic medication because of 
his comparatively low metabolic rate. The pediatric pa- 
tient, because of his size, requires special apparatus for 
the administration of anesthetic agents. Both of the 
extreme age groups tire easily from surgical or anes- 
thetic stress, especially when surgical procedures are 
prolonged. 

2. Arteriosclerosis. 

3. Tuberculosis. 

4. Tumor masses. These cause pressure on major 
vessels and adjacent organs. 

5. Pregnancy. This, of course, creates a dual re- 
sponsibility for the anesthesiologist. 


Reversible conditions 


The reversible conditions should all be treated 
prior to surgery, preferably slowly in the elective pro- 
cedure and rapidly in emergencies. 

1. Malnutrition, hypoproteinemia, and avitamino- 
sis should all be treated prior to surgery. Normally, in 
the first 3 to 7 davs after surgery the patient is in a 
negative state of nitrogen balance which is complicated 
by a nitrogen rejection phase of from 1 to 10 days, de- 


708 (12) 


pending upon the degree of trauma experienced. The 
undernourished patient does not reject nitrogen reple- 
tion as does the normal postsurgical patient, but he is 
more readily depleted to the danger point, and therefore 
more apt to develop the complications associated with 
hypoproteinemia.* 

2. Dehydration and electrolyte imbalance are com- 
mon results of diabetes, vomiting, diarrhea, fistulae, and 
drainage from Levin and Miller-Abbott tubes. The ex- 
act electrolyte status can be confirmed by accurate 
laboratory procedures, and the proper corrective meas- 
ures instituted. 


3. Anemia and shock (acute and chronic) are also 
factors. Patients with simple secondary anemia should 
be classified as having a form of malnutrition. Oligemia 
that results from chronic or acute hemorrhage can be 
corrected by transfusions of whole blood. 

All patients in acute shock from injury and hemor- 
rhage should receive transfusions prior to surgery to 
correct the shock state. In almost all cases of post- 
traumatic shock, hypotension can be reversed by trans- 
fusion prior to anesthesia if the central nervous system 
is intact and hemorrhage can be controlled. 

Again, the emphasis must be on treatment prior to 
anesthesia. Anesthesia blocks part of the autonomic 
compensatory response and may convert a compensated 
circulatory system to profound shock, which may be- 
come fatally resistant to transfusion therapy.” 

The patient in chronic shock is usually in the geri- 
atric age group, often underweight, but apparently nor- 
mal. His blood count is normal, including the hemato- 
crit reading, and there is nothing to indicate that this 
person is always on the verge of circulatory failure. 
Palpation of the radial artery reveals a bounding, easily 
compressible pulse, indicative of a lowered systolic 
pressure and a wide pulse pressure. 

Determinations of the blood volume in these pa- 
tients reveals depletion of the plasma volume and 
erythrocyte mass. Preoperative transfusion of exact 
amounts of each component will assure that the patient 
will not be a circulatory problem during or after surgi- 
cal procedures. 

4. Food and fluid in the stomach furnish one of 
the major hazards of anesthesia in emergencies. The 
patient who suffers a traumatic experience shortly after 
eating will develop gastric retention for several hours 
because of reflex atony of the stomach and from the 
use of narcotics for the relief of pain. This creates the 
risk of regurgitation and aspiration during anesthesia. 
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In order to obviate this risk, a Levin tube should 
be inserted prior to surgery to produce evacuation of 
the stomach both by stimulation of emesis and by the 
use of suction. Complete dependence on this procedure 
is being too trusting, because the Levin tube will not 
accomplish complete evacuation of the stomach; on the 
contrary, the Levin tube may increase the danger of re- 
gurgitation and aspiration. 

On the average, 14 per cent of all inhalation anes- 
thetic procedures are attended by silent regurgitation. 
Of these, half will aspirate gastric contents into the 
respiratory tract. The presence of a Levin tube in- 
creases the incidence of silent regurgitation to 22 per 
cent, with aspiration-by half of these. This increase of 
regurgitation and aspiration in the presence of Levin 
tubes may probably result from increased patency of 
the cardiac sphincter when the tube is in place.* 

5. Chronic pulmonary diseases are characterized 
by impaired ventilation and diminished alveolar circula- 
tion. Emphysema is associated with pulmonary fibrosis, 
a diminished number of functioning alveoli and dimin- 
ished thoracic excursion, with fixation of the rib cage 
in inspiration. Treatment prior to anesthesia is recom- 
mended, in the form of antibiotics, aerosols with bron- 
chodilators, intermittent positive pressure breathing, 
and mechanical exsufflation.* 

In spasm and edema of the terminal bronc 
intermittent positive pressure breathing is the ™st 
effective therapy. This also applies in pulmonary fibro 
sis and the pneumoconioses. In bronchiectasis intermit- 
tent positive pressure breathing promotes bronchial 
drainage, and aerosols with moistening agents and anti- 
biotics are administered most efficiently with this 
technic.® 

The use of mechanical exsufflation with negative 
pressure is to be considered in helping patients to elimi- 
nate retained secretions from the tracheobronchial tree 
in cases characterized by weak or ineffective cough.® 

6. Heart diseases as such do not contraindicate 
surgery ; however, a history of recent myocardial dam- 
age should postpone elective surgery for 6 months to 
allow for the development of an adequate collateral cir- 
culation. Cardiac decompensation should be treated 
with digitalis and mercurial diuretics if necessary. 

7. Decreased renal reserve is the result of dimin- 
ished glomerular filtration rate, effective plasma flow, 
and tubular reabsorption. The earliest sign of this is 
seen in the lowered specific gravity of the urine. Any 
presurgical specimen of urine with a specific gravity 
less than 1.010 requires investigation. 

8. Hypocorticalism is another factor. In all cases 
of surgical trauma a typical pituitary-adrenal response 
to stress occurs. One of the hematologic effects of the 
adrenal steroids thus released is decrease of circulating 
eosinophils. This eosinopenic response is so constant 
that it is used as an index of cortical function and re- 
serve. The effect of general anesthesia has been investi- 
gated to determine its effect on the pituitary-adrenal 
system with the finding that the eosinopenic response is 
delayed by general anesthesia. 


Because of the common use of the adrenal corti- 
costeroids in medicine, many patients come to surgery 
with pre-existing hypocorticalism. If this medication is 
discontinued, and the diminished adrenal reserve is add- 
ed to the effect of general anesthesia on the pituitary- 
adrenal system, the result is a patient who is unable to 
withstand the stress of surgical trauma. As a conse- 
quence profound intractable shock may occur in the 
first 24 to 36 hours postoperatively, if it does not occur 
during the surgical procedure. This shock can be pre- 
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vented by administering corticosteroid hormones for 
several days before and after surgery, as well as during 
the operative procedure.” 

9. Infections should be treated prior to surgery, 
especially oral, nasal, bronchial, and pulmonary infec- 
tions, which have a tendency to spread during inhala- 
tion anesthesia. 

10. Smoking should be prohibited prior to surgery. 
Not only is tobacco a coronary artery constrictor, but 
it also increases pulmonary secretions and thickens the 
alveolar walls. 


Technical factors 


The second phase of this discussion relates to some 
of the chemical and technical factors in the production, 
prevention,.and treatment of inhalation anesthesia com- 
plications. A review of anesthesia terminology will help 
to keep this exposition simple. 

There are four designations of inhalation anesthe- 
sia technic: open, semi-open, semi-closed, and closed. 
Confusion is created by these terms because it is often 
difficult to determine when one technic becomes another. 
For example, if an ether mask is employed for adminis- 
tering a volatile liquid agent, and free ingress of air 
and egress of carbon dioxide are provided without ac- 
cumulation, the technic is open. However, if the mask 
s covered with a towel so that a higher concentration 
of vapor is attained, a reservoir is created for the reten- 
tion of gases. This is a semi-open system.® 

Both of these technics are simple and uncompli- 
cated, providing freedom of respiratory exchange. The 
disadvantages of the technics are that they limit the 
anesthetist to the volatile liquid anesthetic agents and 
there is no delicate control of oxygen tension. Other 
factors such as cost, fire hazard, and skin burns are to 
be considered.® 

In the closed and semi-closed technics, simplicity is 
sacrificed so that the benefits of oxygen-enriched mix- 
tures can be obtained. A whole new range of anesthetic 
agents becomes available, the concentrations of which 
can be accurately controlled. 

In any closed system with carbon dioxide absorp- 
tion the following hazards exist: increased respiratory 
resistance ; accumulation of water vapor in the inspired 
gases; increased arterial carbon dioxide content; and 
dilution of the gas mixture in the reservoir by nitrogen, 
carbon dioxide, and water vapor. All of these hazards 
exist to a lesser degree in the semiclosed system with 
partial rebreathing.’° 

Increased resistance in the closed systems is due to 
the required use of directional valves, soda lime, corru- 
gated tubing, and assorted connectors. This resistance 
is measurable. An additional factor noted by Hamilton 
and Eastwood" was that a to-and-fro absorption sys- 
tem offered less resistance than the various types of 
circle absorbers; resistance in the circle absorbers was 
increased still more by use of dirty valves. In their 
experiment, cleaning the circle valves offered an appre- 
ciable increase in tidal volume and a decrease in re- 
sistance. 

In either of these systems resistance is usually 
compensated by increased respiratory effort on the part 
of the patient. However, many patients, especially in 
the extremes of age, may be unable to overcome this 
resistance because of poorly developed muscles. As a 
consequence the same results as those seen in partial 
obstruction will be obtained: increased respiratory ef- 
fort, ineffective ventilation, intercostal muscle fatigue, 
tidal hypoxia, accumulation of carbon dioxide, and poor 
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intake of anesthetic gases. All of these combine to pro- 
duce inadequate anesthesia and derangement of normal 
physiology. 

The presence of valves in the breathing circuit can 
be responsible for resistance in either or both halves of 
the respiratory cycle. Continued increased inspiratory 
resistance produces increased negative intrapulmonary 
pressure, which leads to pulmonary edema. Continued 
increased expiratory resistance produces increased posi- 
tive intrapulmonary pressure, which leads to increased 
venous pressure and decreased cardiac output. 

With the water vapor of the exhaled gases added 
to the water produced in the chemical reaction between 
the soda-lime and the carbon dioxide, the humidity of 
the gax mixture soon reaches 100 per cent. This high 
degree of atmospheric humidity inhibits the vaporiza- 
tion of more water in the patient’s lungs, causing a re- 
duction in the heat loss of the body. As a result the 
body temperature and the temperature of the gas mix- 
ture rise. This elevation in the temperature of the gas 
mixture now permits an increase in the humidity of the 
gas mixture, thus producing a vicious cycle whose ef- 
fects are seen as atmospheric hypoxia resulting from in- 
creased dilution of the oxygen of the gas mixture, 
interference in anesthetization because of dilution of 
the anesthetic gases, pulmonary edema and atelectasis 
caused by respiratory obstruction, and excessive dia- 
phoresis following an attempt on the part of the body 
to lose water through the skin. 

An increase in the temperature of the inspired 
gases occurs not only from the accumulation of water 
vapor but also as a result of the chemical reaction that 
takes place in the soda-lime cannister with the carbon 
dioxide. The increased temperature of the ambient 
gases interferes with the heat regulating function of the 
lungs. As a result of the increased atmospheric and 
body temperature, the basal requirement of oxygen is 
increased. If the increased oxygen requirement is not 
satisfied a condition of demand hypoxia is created. 

As the carbon dioxide absorbent is continued in 
use, its efficiency is reduced, leading to an increase in 
the arterial carbon dioxide concentration. The effects 
of increased arterial carbon dioxide will be masked by 
the anesthesia, and derangements of normal physiology 
will ensue, among which will be found cardiac arrhyth- 
mias, ventricular fibrillation, and cardiac asystole. 

During the surgical procedure the increased carbon 
dioxide tensions make the patient more susceptible to 
the effects of surgical trauma, shock, and hemorrhage. 
After surgery, the sudden reduction of high carbon 
dioxide tensions may produce profound vascular col- 
lapse, such as is seen in cyclopropane shock. 

Cyclopropane shock is characterized by a pro- 
nounced fall in blood pressure occurring immediately 
after the cessation of the anesthesia, associated with 
pallor, weak slow pulse, and cold clammy skin. Often 
this fall in blood pressure is precipitous and out of pro- 
portion to the degree of surgical trauma experienced by 
the patient. However, it is directly related to the degree 
of carbon dioxide retention during anesthesia. In many 
cases this hypotension will be prolonged for as long as 
48 hours.’” 

In discussing the water vapor and carbon dioxide 
diluents in the reservoir bag nitrogen must also be con- 
sidered. Unless nitrogen is removed by frequent flush- 
ing of the rebreathing reservoir, the oxygen content 
will be diluted to anoxic levels. 

Because of the use of oxygen instead of air, the 
oxygen saturation of hemoglobin and the oxygen ten- 
sion of the arterial blood are usually normal or above 
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normal. The patient has a good skin color and the 
casual observer detects no abnormality. When studies 
of alveolar air or arterial blood are made, the retention 
of carbon dioxide becomes evident. The cause of this 
abnormality is primarily subnormal alveolar ventilation. 
It is not without reason to conclude that all patients, 
regardless of the technic or agent employed, are in- 
adequately ventilated, because of the nature of the sys- 
tems employed.** 

All patients under general anesthesia, regardless 
of the agent employed, require augmentation of their 
spontaneous respiration. The resulting adequate alveolar 
ventilation is attended by other benefits. Augmentation 
of respiration helps to overcome the resistance of 
valves in the circuit, thus reducing the work required 
of the patient for breathing. It also helps the patient 
to overcome the resistance to breathing which results 
from abdominal packs and retractors, or from the vis- 
cera in the Trendelenburg position, as well as the re- 
straints to breathing imposed by the lateral and prone 
surgical postures. 

Augmented respiration reduces the oxygen re- 
quirement and oxygen consumption because the respira- 
tory muscles work less. It helps to prevent respiratory 
acidosis from carbon dioxide accumulation caused by 
mechanical dead space and the turbulence of gases in 
the closed circuit. Augmented respiration facilitates 
rapid induction and rapid recovery because of the in- 
creased respiratory exchange."* 


Summary 


An attempt has been made to demonstrate how 
some conditions in the patient affect the normal physi- 
ologic responses to general anesthesia. Similarly, some 
factors inherent in inhalation anesthesia technics which 
are responsible for abnormal physiologic reactions have 
been presented. Both discussions have been offered 
with the intention that a rational method of prophy- 


laxis and therapy will be evident. 
P.O. Box 9751 
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A NESTHESIOLOGY has come a long way since 
the old days of the rag and the bottle when anyone 
(usually a nurse) was pressed into service as the anes- 
thetist. The anesthesiologist’s care of his patient no 
longer begins at surgery and ends when the patient 
leaves the operating table. Present day anesthesiologists 
are given the entire responsibility of the patient’s preop- 
erative preparation and postanesthetic recovery. These 
added responsibilities have made anesthesiologists in- 
creasingly aware that they are dealing with people pos- 
sessed of feelings, emotions, and psychologic states, 
rather than with mere cases of appendectomy, cesarean 
section, hysterectomy, cholecystectomy, or various other 
surgical entities. 

Every physician is aware that the somatic distress 
which so frequently accompanies surgical problems 
sometimes stirs up emotional factors which may and 
often do have a detrimental effect on the surgical risk 
of the patient involved. The preoperative psychologic 
and emotional states of patients are many and varied, 
but the concern of this paper will be only with those 
emotional states which are potentially deleterious to the 
condition of the patient and are therefore a cause for 
concern to the anesthesiologist. The four most common 
of the states are: security threats, fear (which may be 
fear of death, fear of disfigurement, or fear that the 
operation may fail to relieve the symptoms), anxiety, 
and guilt feelings. It might be helpful now to examine 
each of these reactions individually. 


Types of reactions 


“Security” is a word that has become almost a 
shibboleth in midcentury America. Patients hear so 
much about security that they are oversensitive in this 
regard. Consequently, when they develop surgical prob- 
lems they are more concerned than they should be with 
whether they will be able to get along in the future if 
they should not recover satisfactorily from the present 
condition, and often with the implied fear that they 
might not be able to provide adequately for the family 
because of this present surgical problem or its conse- 
quences. Feelings of inner insecurity such as these may 
greatly increase the degree of preoperative tension that 
is seen in patients. 
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Overt fear is the preoperative reaction with which 
physicians are perhaps the most familiar. It may mani- 
fest itself directly as a fear of death during the opera- 
tion or subsequently. The very idea of general anes- 
thesia is related in the patient’s mind with other losses 
of consciousness which include both sleep and death. 
All physicians are familiar with the plaintive question 
of the apprehensive preoperative patient, “What if I 
shouldn’t wake up?” Fear of death pathologically exag- 
ger ‘*d often stems from early infantile anxieties over 
sep..ation. In some narcissistic instances, there are 
exaggerated fears that the operation will result in bodily 
disfigurement ; analytically, these fears are frequently 
found to stem from unconscious castration fears. The 
third most common type of overt fear is that the opera- 
tion will fail to relieve the symptomatology. This type 
of fear is usually classified as an obsession, and most 
obsessive reactions stem from difficulties during the 
early toilet training period of the individual. 


Anxiety has been defined as a state of apprehensive 
tension and unformulated uneasiness which arises dur- 
ing motivational and adaptational conflicts and is usual- 
ly reflected psychosomatically in a characteristic com- 
bination of visceromotor disturbances and skeletal ten- 
sions. Subjective anxiety differs from fear in that the 
former is not referable to specific objects or events but 
rather to irrational dread of situations that actually 
symbolize unconscious conflicts. The person who is 
truly showing anxiety is not consciously aware of the 
cause of his emotional disturbance. In nonpsychiatric 
language, it might be said that anxiety is the subjective 
sensation that “something bad is going to happen but 
I don’t know what.” 


It is easy to understand why the postoperative sit- 
uation might be productive of considerable anxiety in 
an emotionally unstable person. Too often he does not 
know what has happened or why some of the symptoms 
are still present or why new developments sometimes 
have occurred. An example from my own clinical ex- 
perience will elucidate this point : 


Not long ago I was called in to see a patient who 
had developed an agitated anxiety hysteria following a 
uterine suspension with conization. The doctors on the 
case thought that their patient was showing a postop- 
erative psychosis. However, on investigation the patient 
soon told me that the real cause of her acute agitated 
episode had been the appearance of a foul-smelling 
vaginal discharge on the second postoperative day. Her 
surgeon had not prepared her for this eventuality, and 
in her highly emotional state she had concluded that 
she was having the discharge because of some “horrible 
social disease” that her surgeon had not wanted to tell 
her about. The opportunity to talk about her anxiety 
and the reassurance and explanation that I was able to 
give her completely changed her emotional state, and 
she made an uneventful recovery. 

Occasionally a patient is seen who interprets the 
surgical situation as a punishment for something about 
which he has guilt feelings. He has done something he 
felt to be wrong and the illness is a confirmation of his 
guilt. He feels depressed, unworthy, and unable to act. 
Another instance from my own clinical experience 
demonstrates this type of reaction. The patient was a 
young woman who was referred after a hysterectomy 
with a syndrome of weak, numb spells preceded by a 
feeling of sleepiness, although the patient did not actual- 
ly faint. She also complained of being tired and nerv- 
ous all the time and had difficulty in eating and sleeping. 
Psychiatric investigation revealed that when this young 
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woman found she was pregnant with her last child she 
had attempted an abortion. She did not succeed, but 
she felt quite guilty over having attempted such a 
wrong act. After delivery she had a tubal ligation, and 
this seemed to increase her sense of guilt even though 
she and her husband had decided their family was 
large enough. Then she began having menorrhagia and 
a tumor was discovered on the uterus which, the patient 
recounted, the doctor said was the result of a bruise. 
Subsequent to surgical removal of the tumor she con- 
tinued to lose blood excessively and finally hysterectomy 
was performed. The emotional disturbance which had 
begun subsequent to her tubal ligation increased in se- 
verity and in frequency, and she was referred for con- 
sultation and therapy. 

Sometimes the anesthesiologist makes a preopera- 
tive visit to a patient who instead of appearing tense, 
anxious, afraid, or distraught seems to be just a little 
too calm. To the discerning clinician this actually rep- 
resents emotional apathy, and is a dangerous state for 
a presurgical patient. He appears to be disinterested, 
but actually he is emotionally exhausted as a conse- 
quence of the terror produced in his mind by thoughts 
of the impending operation. 

A discussion of the emotional attitudes attending 
or consequent to surgical syndromes would not be com- 
plete without some special remarks on the reactions of 
children. The way a child reacts depends partly upon 
the seriousness of the situation itself, but even more 
upon the attitudes that the child has been given from 
his family relationships. What a child does depends a 
great deal upon what kind of views the parents have 
given him for ways to handle emergency situations. 
Children react much more strongly and control them- 
selves less well than adults because they do not have 
adult defenses against anxiety. They are only in the 
process of learning the adaptive defenses. Therefore, 
the particular reaction developed by a child depends 
upon what the interactions have been with his parents 
and immediate family in the past. 

It can be seen that all people do not respond in the 
same way to the somewhat similar stimuli of the sur- 
gical situation. The history of the patient must be con- 
sidered in order to have adequate knowledge of the 
reaction situation. Since the anesthesiologist is charged 
with the responsibility of the preoperative condition of 
his patient, it is obvious that it is most important for 
him to have a sufficiently broad and informed view of 
the patient’s history. That includes investigating the 
significance of his relationships with others in the past 
as well as at the present time. 


Physiologic significance 


Why are all of these emotional possibilities of im- 
portance to the anesthesiologist? Even neglecting for 
the moment the human considerations, psychic tensions 
increase the metabolic rate which in turn increases the 
threshold at which the patient reaches the stage of sur- 
gical anesthesia. The higher this threshold, the greater 
the quantity and the more potent the anesthetic re- 
quired to get the patient to the level where surgery is 
possible. Not only that, but when oxygen demand is 
higher, the development of grave oxygen want is more 
rapid when there is faulty technic, laryngeal spasm, or 
other similar difficulties. 

I know that it is routine to use such preoperative 
sedation as morphine, morphine substitutes, or barbi- 
turates to lower or control this threshold, but all of 
these medications tend to depress the respiratory center, 
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lower the blood volume percentage of oxygen and, by 
reducing the tidal air volume, hold up the course of 
normal induction of anesthesia by resultant shallow 
breathing. Because of this, in each case the minimum 
amount of medication is used that will produce the 
desired relaxation without so depressing the vital cen- 
ters that these undesired physiologic changes occur. 
The anxious, agitated patient often needs a dangerous 
amount of medication to depress his central nervous 
system sufficiently to muffle the physiologic effects of 
anxiety. From physiologic considerations alone, the 
emotionally calm patient is a better anesthetic risk. 


The preoperative visit 


What can the anesthesiologist do during his pre- 
operative visit to help relieve his patients of their emo- 
tional stresses? If his perusal of the history and his 
preliminary investigations of his patient assure him 
that he is not dealing with a psychotic or prepsychotic 
patient but only with a person who is showing an ex- 
aggerated degree of psychic tension, then the best thing 
that he can do is to help the patient express his feelings 
about the total situation of the impending operation. 
Sometimes this is not easy because some people have a 
great deal of trouble expressing themselves in words, 
but with practice the earnest clinician develops an 
empathy that encourages his patients to confide in him 
with surprising ease. The patient is helped to express 
his feelings about the immediate situation so that he can 
examine and absorb them at a conscious level. Of 
course, this sometimes cannot be done at a single sit- 
ting, and sometimes the doctor will find that the prob- 
lem is of such magnitude that the operation had best be 
postponed while the help of a psychiatrist is sought. 
However, the great majority of patients will respond 
to an empathic approach, and their fears and tensions 
can be considerably alleviated by the simple process of 
verbalizing their emotions. 

Sometimes as the patient tells his story it becomes 
evident that reassurance or explanations are in order. 
These should be given simply but completely. In my 
own experience I have found it is often advantageous 
to use diagrams to help the patient visualize what | 
am trying to explain. 

In addition to helping the patient relieve his ten- 
sion through mental catharsis I think the physician will 
be better able to prepare his patients for surgery if he 
develops an ability to use suggestive therapy. The scope 
of this discussion does not allow teaching of suggestive 
therapy, but I do want to ernphasize that any weapon 
capable of combating terror (whether conscious or un- 
conscious) is of great value to the anesthesiologist, and 
he would have a valuable weapon in suggestive therapy. 
I have on numerous occasions been able to induce quiet 
restful sleep in overanxious, agitated, disturbed patients 
by use of simple suggestion methods. 

The use of suggestion is especially helpful in the 
problems of preoperative preparation of children. A 
child’s first anesthesia may produce a certain amount 
of psychic trauma which may render him a more diffi- 
cult patient on the next occasion when anesthesia is 
necessary. This possibility may be eliminated by use of 
suggestive therapy, and children lend themselves readily 
to suggestive technics. It is possible to introduce the 
child to suggestive therapy by calling it “the sleep 
game” and inducing him to play the game with you. 
Once his attention is obtained the rest is easy and needs 
only the application of the art of suggestive therapy 
which no good anesthesiologist should lack. 
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Self-evaluation 


Last but not least in a discussion of the emotional 
and psychologic factors in anesthesiology is the doctor 
himself. It is of prime importance that the physician so 
investigate and train himself that he is able to employ 
a calm, self-confident, empathic approach to all his pa- 
tients. This involves knowing something about his own 
inner possibilities and what controlled use he can make 
of them. He cannot detect the emotional disturbances 
I have been discussing, nor will he be able to use the 
psychotherapeutic approach or the suggestive therapy 
that I have mentioned unless he has some understand- 
ing of himself and some realization of what things 
there are in him which influence his relationships with 
the patient. 

The doctor should know something about what 
prompts his own activities, inner attitudes, and man- 
ners. This does not mean that the doctor should be a 
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I N RECENT MONTHS there was a report in the 
British journal Anaesthesia, concerning a total of 1,000 
deaths associated with anesthesia.’ This report covers a 
5'%-year period. Five hundred and ninety-eight of these 
deaths were regarded as having been caused by anes- 
thetic agents, by the technic of administration, or in 
some way coming directly within the province of the 
anesthesiologist. Some deaths were unavoidable, others 
were due to errors in judgment, and some resulted from 
negligence. The most remarkable thing about a report 
of this magnitude is the commendable way British doc- 
tors cooperated in reporting their anesthetic fatalities. 

It is the anesthesiologist’s responsibility to the pa- 
tient to be as cautious as possible at all times, and to 
have a healthy respect for the drugs he employs and the 
technics he uses. He must try to use the smallest 
amount of drugs p»ssible and still provide adequate 
operating conditions for the surgeons ; at the same time, 
he must try to maintain the patient close to his physi- 
ologic state. 


Convulsions 


One of the earliest anesthetic fatalities in my ex- 
perience occurred during my residency. Looking back 
upon the case, it was easy to see that it was a rather 
typical case of convulsions following open drop ether. 
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perfectly negatively balanced person, absolutely stable, 
and unable to show any reaction to even a moving situa- 
tion. He should know that he, like all the rest of hu- 
manity, has all of the common emotions and the same 
potentialities for reacting. In addition he must have 
some conscious understanding of the significance of 
what is going on inside himself. Emotional reactions 
and all that the term signifies affect all individuals in a 
situation of acute illness or surgical emergency, possibly 
even the doctor. The doctor must be sharply aware of 
this possibility and be able to handle the situation with- 
out getting himself involved. He must be able to remain 
sensitive without being overwhelmed by his sensibili- 
ties. The anesthesiologist who can develop this kind of 
self-knowledge will have an approach to his patients 
that will make them feel that they are genuinely safe in 
entrusting their lives to his care. 


Osteopathic Hospital of Kansas City 
926 E. 11th St. 


The patient was a young boy with a high temperature, 
who was acutely ill with an appendix which probably 
had been ruptured for several days. The technic of 
anesthesia was semiopen, with probably too much ether, 
too little oxygen, and too much carbon dioxide retention. 
The convulsion started when the peritoneum was being 
closed. The giving of an intravenous barbiturate was 
delayed for several minutes, while the convulsions con- 
tinued unabated and became increasingly severe. After 
thiopental sodium was given, the convulsions were 
brought under control, and oxygen was supplied. How- 
ever, the patient died in about 3 hours. In the British 
series’ mentioned previously, there were 8 such deaths 
reported. 

Convulsions may occur during general anesthesia, 
or following the use of local anesthetic agents ; the com- 
mon causal findings during general anesthesia are: (1) 
infections, (2) hyperthermia, (3) excess of atropine 
or scopolamine, (4) deep ether anesthesia, (5) hyper- 
capnia, and (6) hypoxia. 

Administration of deep ether anesthesia to a criti- 
cally ill child is a questionable procedure. If a convul- 
sion occurs during general anesthesia, it should be 
controlled as quickly as possible with a little thiopental 
sodium, possibly 100 mg. or less. This may cause a 
respiratory depression which will be superimposed upon 
an existing hypoxia, and so artificial ventilation will be 
necessary. 


Respiratory complications 


One of the postoperative complications that fre- 
quently goes unrecognized is atelectasis (incomplete 
distention of alveoli). It may involve a small portion of 
the lung and clinically be asymptomatic, or a lobe may 
be involved because of occlusion of a main branch of a 
primary bronchus, or there may be a massive collapse. 
In any of these conditions, particularly the latter two, 
there may be mediastinal shift, deviated trachea, and 
elevated diaphragm. 

Atelectasis, while occurring most frequently during 
the postoperative period, may occur during surgery. 
Excessive accumulation of secretions may occlude a 
bronchus; foreign bodies such as a tooth would pro- 
duce the same effect. An endotracheal tube placed too 
far in the trachea might occlude a main stem bronchus. 
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Respiratory obstruction is another major compli- 
cation that may occur during general anesthesia. It is 
necessary at all times to keep a patent airway so that 
there is an unimpeded ingress and egress of oxygen. 
Obstructions may occur at any place between the mask 
and the main stem bronchi. When the closed or semi- 
closed technic is used in certain types of facies in older 
people, especially those persons without dentures, a 
problem is presented. There may be a backward dis- 
placement of the tongue or relaxation of the mandible 
which may cause difficulty. 

Common causes of respiratory obstructions are: 
(1) backward displacement of the tongue; (2) foreign 
body, such as a sponge, vomitus, or a tooth; (3) adduc- 
tion of vocal cords caused by spasm of laryngeal 
muscles; and (4) edema of arytenoepiglottic folds re- 
sulting from a spread of infection from neighboring 
structures. 

The treatment of respiratory obstructions is to 
eliminate the cause. A backward displacement of the 
tongue or jaw may be eliminated by insertion of a 
pharangeal airway if one is not already present. The 
tongue is brought forward, and then the head is ex- 
tended with the hand holding the mask in such a posi- 
tion that there is no longer an impediment of the airway. 
Foreign bodies and sponges must of course be removed. 
I keep a laryngeal forceps on the anesthetic table for 
such emergencies. A tooth or other object in the bronchi 
may have to be removed with a bronchoscope. 

In a patient to whom I was administering anesthe- 
sia, a tooth was inadvertently knocked out with a 
laryngoscope during the tracheal toilet following a ton- 
sillectomy. Before the tooth could be retrieved from 
the pharynx, the child took a deep breath, and the tooth 
could be seen going through the vocal cords into the 
trachea. 

Roentgenograms were taken immediately, and the 
tooth was readily visualized in the bronchus. Getting 
the tooth back was accomplished by a rather unorthodox 
procedure. A strong intern held the child (who 
weighed some 60 pounds) by his feet; a laryngoscope 
was introduced, the epiglottis was held back, and a blow 
on the back dislodged the tooth from the bronchus. 
Gravity allowed the tooth to drop into the pharynx 
where it was fortuitously recovered. 

Adduction of the vocal cords, known as laryngeal 
spasm, will occasionally cause concern. The patient will 
become markedly hypoxic and cyanotic until this ob- 
struction is relieved. I usually try to relieve the spasm 
with some curare-like drug, usually succinylcholine 
chloride, and then force air into the lungs using the 
closed system. Edema of the arytenoepiglottic folds 
from infections (Ludwig’s angina) may require tra- 
cheotomy. 


Mechanical injuries 


It is sometimes necessary for the patient to be 
placed in an unusual and abnormal position so that the 
operating team may gain access to the site of pathologic 
change. When general anesthesia is used, it is the added 
duty of the anesthesiologist to protect the patient against 
any injury that might be sustained in positioning him. 
Fortunately, the most common position is supine (dor- 
sal recumbent) with arms at sides, or abducted not more 
than 90 degrees, and not posterior to the body. In the 
prone position, an endotracheal tube should be used 
along with a shoulder trough in an effort to relieve 
pressure on the chest and maintain a patent airway. In 
the Trendelenburg position it is necessary to guard 
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against undue pressure on the shoulders by the weight 
of the body on the shoulder guards. In the lateral posi- 
tion, a pillow should be placed between the knees to 
prevent them from pressing on each other. Brachial 
plexus injury is almost always caused by excessive 
abduction and posterior displacement of the extended 
arms. If the hyperextended arm is abducted no more 
than 90 degrees and is not allowed to drop to a plane 
posterior to the horizontal plane of the body, brachial 
plexus injury does not occur. 

In a 6-year series? of 30,000 patients, there were 
31 nerve injuries, which were listed as follows: Brachial 
plexus, 11; radial nerve, 7; ulnar nerve, 8; lower ex- 
tremity peroneal nerve, 5. 

The manner in which brachial plexus palsy may 
occur during anesthesia has often been discussed. One 
way may be by pinching the plexus between the first 
rib and the clavicle during certain movements of the 
shoulder. Of the 11 patients observed with paresis of 
the brachial plexus, 10 had Erb’s paralysis (involving the 
upper roots of the plexus) and 1 had Klumpke’s paral- 
ysis (involving the lower roots). All of the paralyses 
were of long duration: the most brief lasted for 2% 
months. 

Paresis of the radial nerve was observed in 7 
cases. In these cases as well as in the cases of ulnar 
and peroneal paresis, there was too little information 
to determine the exact position of the extremities dur- 
ing operations. 

The lifting of the unconscious or semiconscious 
patient from the surgery table to the cart is done under 
the supervision of the anesthesiologist, who should re- 
main at the head of the table, maintaining a patent air- 
way, and giving instructions to adequate personnel. 
Rough handling of the patient may cause a severe cir- 
culatory collapse. It is occasionally noted that patients 
who are apparently in good condition on the operating 
room table suffer circulatory collapse shortly after ar- 
riving in the recovery room. This might result from as 
simple a matter as having an attendant jerk the draw 
sheet or bounce the patient on the cart, instead of lifting 
him over gently. 


Complications of intubation 


During the past few years there has been an in- 
crease in the use of the endotracheal tube. This is par- 
ticularly necessary in cases where surgical procedures 
affect the chest and upper abdomen, or any time there 
is a question about the patency of the airway. Just as 
with all the other tools of our armamentarium, there 
are certain contraindications to and complications from 
the use of this tube. Upper respiratory infections or 
acute sinusitis would possibly contraindicate the use of 
the nasopharyngeal or endotracheal tube. Complications 
that may arise include: (1) arrhythmias; (2) tracheitis 
and laryngitis; (3) edema of vocal cords; and (4) 
laryngeal ulcer granuloma. 

_ Several years ago there was considerable writing 
about the arrhythmias induced by intubation. Some 
authors noted electrocardiographic disturbances about 
68 per cent of the time.* Later papers concluded that 
there was a much lower incidence of arrhythmias if the 
patient was ventilated with 100 per cent oxygen before 
any endotracheal manipulation was attempted. And 
quite recently, it has been stated by Jacoby and his asso- 
ciates® that vagal stimulation initiated by tracheal in- 
tubation may cause changes in electrocardiographic 
tracings, but with the patient well oxygenated, these 
changes are similar in nature and frequency of occur- 
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rence to those which follow induction of anesthesia and 
appear to be of little consequence. When blood oxygen 
saturation is markedly reduced (50 to 60 per cent) the 
incidence of arrhythmias is four times as great as in 
well-oxygenated patients. Intubation produced arrhyth- 
mias in 9 per cent of well-oxygenated patients and 36 
per cent of the most hypoxic. 


My own personal experience would follow along 
these same lines. Instead of using intravenous pro- 
caine® or other drugs to eliminate these arrhythmias, it 
is now my practice to hyperventilate the lungs with 100 
per cent oxygen before intubation, intubate carefully 
and quickly, and then maintain a normal respiratory 
pattern. Since initiating this regime, at least to my 
knowledge, there have been no arrhythmias that gave 
cause for concern. 


Tracheitis and laryngitis occur especially when the 
tube has been in position for a long period. These con- 
ditions are usually of little consequence, causing the pa- 
tient to complain of hoarseness or a sore throat for 
several days. However, a more serious complication is 
acute edematous stenosis, which is more likely to appear 
in children because of the abundance of loose areolar 
tissue in the subglottic region and a small lumen which 
is occluded by very little swelling. A number of cases 
of asphyxia following endotracheal anesthesia have 
been reported.? The symptoms are: (1) Indrawing at 
suprasternal notch or around the clavicle or epigas- 
trium; (2) Ashen grey pallor; (3) Choking, gagging, 
and (in children) waking in terror from every sleep; 
and (4) Restlessness from anoxemia. It is important 
that the physician does not wait too long before per- 
forming a tracheotomy. 

Laryngeal ulcers and granuloma are serious com- 
plications of endotracheal technic. Any patient who 
has received an endotracheal anesthesia and who com- 
plains at any time during the immediate postoperative 
period and up to 6 months thereafter of discomfort in 
the throat, hoarseness, pain extending to the ear, cough, 
or hemoptysis deserves the benefit of laryngoscopic ex- 
amination.* 

Pressure necrosis of the laryngeal mucosa from 
use of a cuffed tube is more apt to occur when the 
blood pressure is low or hypotensive technics have been 
used.® A contact ulcer granuloma is a lesion located 
at the tip of the vocal process or the arytenoid carti- 
lages, its cause being the insertion of an endotracheal 
tube before laryngeal reflexes are entirely abolished. 
The tube acts as a foreign body causing a powerful 
clamping in the glottic closure so that the tube scrapes 
over the vocal processes of the arytenoids which project 
their thinly covered points against the tube surface. 
This mechanism recurs if the anesthesia diminishes 
enough that the laryngeal reflexes appear. The auto- 
matic movements of the arytenoids are not abolished 
by safe degrees of anesthesia, and they continue inces- 
santly to rub the tip of the vocal process of the 
arytenoids against the surface of the tube. This func- 
tional rubbing is probably the most frequent cause of 
trauma, ending in contact ulcer granuloma. 

In using the endotracheal tube, it is necessary to 
guard against a kinked tube with a resulting obstructed 
airway. This is especially true if a soft tube is used. A 
tube may be compressed by a throat pack; tubes that 
are too long may enter a main-stem bronchus, usually 
the right, which branches off the trachea at a smaller 
angle than does the left main bronchus. This accident 
is particularly liable to occur in children in whom the 
distance between the vocal cords and the bifurcation of 
the trachea is small. When this accident occurs, one 
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side of the chest moves freely, while the other does not. 
If a stethoscope is used, breath sounds are heard on 
one side and not on the other. Respiration becomes 
rapid, and tachycardia and usually cyanosis occur. 
This accident is corrected by slightly withdrawing the 
tube. A tube that is too short may slip out of the 
trachea if not properly taped to the mouth, and then 
will have to be reinserted. 

Another complication, according to Dwyer, Thom- 
as, and Strout, et al,’° results when attempted intuba- 
tion on hypoxic patients sets up a laryngocardiac or 
tracheocardiac reflex. This precipitated two cases of 
cardiac arrest in their practice; however, it is difficult 
to determine whether they were a result of the reflex 
upon an existing hypoxia or were the result of the 
hypoxia as such. 


Cardiac arrest 


Perhaps it would be proper at this point to mention 
cardiac arrest. During the past few years, a great deal 
of literature has appeared discussing the incidence, 
etiology, and treatment of this condition. Various types 
of defibrillating machines have come on the market for 
the treatment of fibrillation following cardiac standstill. 
It may be well to mention that most of the patients 
who die on the operating table do so from trauma or 
hemorrhage," and the cause of death is listed as such. 
Here, also, the heart stops, and the patient is in a state 
of cardiac arrest. However, this may be classified as 
secondary arrest, and cardiac massage and related pro- 
cedures will be ineffectual. 

In the occasional case, a different type of cardiac 
arrest occurs, which might be called primary cardiac 
arrest. The heart stops beating, but the patient is still 
alive and will remain so for several minutes. Imme- 
diate vigorous treatment must be instituted and is often 
successful. It consists of artificial respiration with 
oxygen, through an endotracheal tube if possible. As 
a word of caution, however, it is probably more harm- 
ful to make a futile attempt to intubate and waste sev- 
eral minutes than to administer oxygen to the lungs 
with positive pressure through a tight-fitting face mask. 

It is first of utmost importance to get air to the 
lungs. Then, if the heart does not resume normal ac- 
tion within 60 to 90 seconds after the arrest, an imme- 
diate left thoracotomy should be done. The heart should 
be squeezed with a milking action, and with sufficient 
force that peripheral pulse is palpable. Fluids should be 
given under pressure. Injection of epinephrine through 
the chest wall into a cavity of the heart may be benefi- 
cial, but it is not recommended as a routine procedure, 
since it may convert standstill into ventricular fibrilla- 
tion which is more difficult to treat. 

During resuscitation, steps should be taken to 
eliminate the cause of the cardiac arrest. If the cause 
is not eliminated, resuscitation will be difficult, and even 
if action is restored is likely to recur. Most instances 
of cardiac arrest caused by anesthesia are readily re- 
versible, and the recovery rate should be high. Elimina- 
tion of the cause is not always possible when it is the 
surgical disease or a complication of a medical disease. 

The wisest procedure is closure of the original in- 
cision, observation of cardiac action for 10 to 15 min- 
utes, and then closure of the temporary incision. If the 
surgical procedure is necessary but elective, it should be 
postponed for 4 to 6 weeks. 

It has been recently reported from the Massachu- 
setts General Hospital’* that during the past 10 years, 
and including over 100,000 anesthesias, there was an 
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incidence of 1 death in 1,038 patients. This incidence 
was twenty times as great in the older age group, thirty 
times in the poor-risk group, and five times in patients 
with a pre-existing heart disease as in younger good- 
risk patients. During the past 5 years, following emer- 
gency thoracotomy with manual systole, the recovery 
rate has been 50 per cent. 

It was interesting to note the greatly increased inci- 
dence of arrest in older patients and poor-risk patients. 
There are more cases of arrest today than there were 
25 years ago. There are several reasons for this. First, 
the condition is more accurately recognized today. In 
the past, primary cardiac arrest with a resulting fatality 
may have been classified with deaths from “secondary” 
cardiac failure or simply operating room fatalities. 
Second, a greater number of people over the age of 70 
are undergoing surgery. It is not unusual for a busy 
anesthesiologist to take care of one to several such pa- 
tients during the course of a single day. Twenty-five 
years ago this was not true. Today, more poor-risk 
cases with conditions amenable to surgery are brought 
to the operating room. So it is not entirely the anes- 
thesiologist with his enlarged pharmaceutical armamen- 
tarium including such things as intravenous barbitu- 
rates, muscle relaxants, and hypotensive drugs who 
accounts for the higher incidence of arrest recorded 
today—rather it is the fact that progress in improving 
anesthesia and surgery has prompted more older and 
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R ooccccrsaros BY definition’ is the restora- 
tion to life or consciousness of one apparently dead. 
There are three types of cases or symptom pic- 
tures that require resuscitation. First and most common 
are those in which there are no signs of circulatory or 
respiratory activity. Second in incidence are those in 
which respiration has failed but circulation is still active 
—of course, circulation also soon fails if treatment is 
not instituted. The third, the converse of the second, 
comprises those cases in which circulation is failing 
or depressed but respiration is still active. Again, with- 
out institution of treatment, respiratory depression 
rapidly follows.? 
Classifications of cases according to Lundy* are: 
nonsurgical, surgical, and newborn. 
Basically, there are two things to do in the treat- 
ment of these cases, and these two procedures actually 
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poor-risk patients to seek relief in order to continue to 


lead normal and useful lives. 
420 E. High St. 
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comprise resuscitation. The first method is artificial 
respiration, and the second is administration of analep- 
tic drugs. I might add that artificial respiration should 
always be instituted first, before time is wasted pre- 
paring and administering the analeptic drugs. 


Respiratory resuscitation 


Artificial respiration consists of artificially main- 
taining oxygen and carbon dioxide tension in the alveoli 
in as nearly normal a state as possible. 

There are many methods of accomplishing this, 
both nonmechanical or manual and mechanical.** A 
few manval methods are: mouth-to-mouth insuffla- 
tion, Shafer’s prone pressure method, and Silvester’s 
method. Some mechanical methods are: Drinker’s 
method (iron lung), insufflation of oxygen by manual 
pressure on a breathing bag through a mask, and in- 
sufflation by an entirely mechanical means with an 
automatic mechanism, such as an E and J resuscitator. 

All these methods are based on certain principles 
as adapted from Collins :* 

1. Intermittent decrease of intrapleural pressure, 
such as the iron lung, is one principle. In the iron 
lung, the patient is surrounded below the neck and the 
air pressure in the respirator is intermittently decreased. 
This causes the thoracic cage to enlarge and air then 
enters the respiratory passages. When the air in the 
respirator is returned to normal, air is forced out of 
the pulmonary system. The Silvester method is an- 
other example of this principle. 

2. Another principle is intermittent increase of 
pressure in alveolar space, such as mouth-to-mouth 
breathing, insufflation, or inflation. For example, man- 
ual pressure on the breathing bag of an anesthesia 
machine forces air into the pulmonary system. This 
pressure is transmitted to the alveoli causing inflation. 
3. Intermittent increase of intrapleural pressure is 
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another method. Examples might be the Shafer prone 
method or a mechanical respirator in which the pressure 
is increased instead of decreased, as was mentioned in 
the first principle. 

4. Combinations of these furnish variations of 
classification. Some of these are the Holger-Nielsen 
method of back pressure-arm lift (this is the method 
of choice endorsed by the Council of Physical Medicine 
and the American Red Cross), or an adjustable me- 
chanical respirator which provides both a positive and 
a negative phase or alternating increase and decrease of 
intrapleural pressure. 

It is not my purpose here to discuss the advan- 
tages and disadvantages of these various methods men- 
tioned; but it is of value to review a few aspects of 
technic.” 

1. First and foremost are removal of obstruction 
and maintenance of a patent airway. Endotracheal in- 
tubation, although not mandatory, is certainly the 
method of choice, application by direct vision being 
best, since so often the respiration in these cases is so 
depressed as to make blind intubation slower and more 
time consuming. Intubation will also prevent distention 
of the stomach. 

2. The physician must be gentle, slow, and deliber- 
ate in all manipulations. If the manipulations are car- 
ried out too rapidly, carbon dioxide will be removed 
by hyperventilation and the apnea will continue by 
means of acapnia (diminished carbon dioxide in blood) 
and acarbia (asphyxial diminution of carbonate of 
blood). If manipulations are too slow, inadequate ven- 
tilation occurs. If manipulations are too forceful, the 
alveoli may be overdistended and apnea may result 
from stimulation of the Hering-Breuer reflex. If in- 
sufflation is forceful, rupture of alveoli can result. 

3. Pure oxygen should always’ be used when it is 
available. Formerly there was much controversy con- 
cerning the use of oxygen as opposed to the oxygen- 
carbon dioxide mixture, but today it is fairly well 
agreed that oxygen is the gas of choice. 

4. After artificial respiration has been instituted, 
it is important to supply warmth, fluids, and analeptic 
drugs. If mechanical devices are being used, someone 
should be in attendance at all times. The physician 
should never hesitate to do a tracheotomy if an obstruc- 
tion in the upper respiratory tract cannot be removed. 


Cardiac resuscitation 


I can think of no place where a cardiac resuscita- 
tion can be successfully carried out except at surgery. 
Although it may be of value in other emergencies than 
at surgery, the time element again precludes its success. 

There are many causes for failure of cardiac 
mechanism. There are also predisposing factors which 
must be considered because these underlying cardiac 
diseases not only play a part in precipitating arrest, 
but bear a relation to the success of treatment. Con- 
ditions which are classed as predisposing factors are: 
myocarditis, coronary artery disease, cardiac dilatation 
or hypertrophy, and lack of glycogen storage. Pre- 
cipitating factors of cardiac arrest are: anesthetic 
agents, hypoxia, carbon dioxide retention, loss of blood, 
hypotension, vagal reflexes, and diminished venous 
return or pooling of blood in the viscera.* 

Once cardiac arrest occurs, the irritability of the 
heart muscle gradually increases from normal to a 
maximum peak in 3 to 4 minutes. After this, it gradu- 
ally decreases to zero or below in 7 to 8 minutes. There- 
fore, success is directly proportionate to speed of 
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instituting resuscitation. Results are usually poor after 
3 to 4 minutes. 

At the outset of cardiac massage, it is imperative 
to differentiate the cause in regard to ventricular asys- 
tole or ventricular fibrillation, because the treatment 
differs. This diagnosis can usually be made by direct 
vision and by palpation. This is not only important 
initially, but occasional brief observations should be 
made after massage has been instituted. 

The electrocardiogram is of some use here, if it 
is set up prior to the occurrence. Otherwise, because of 
the time element, it is like any other laboratory pro- 
cedure in that its use is relegated to substantiating a 
diagnosis already made. Too much reliance cannot be 
placed on electrocardiography because it has been dem- 
onstrated that electrical potentials continue in the heart 
hours after functional death. 

It should go without saying that when arrest occurs 
oxygen transport stops ; hence, artificial respiration can- 
not be forgotten in cardiac resuscitation. Since so 
many things have to be done simultaneously in these 
emergencies, a preplanned team action should be 
learned. For example :* 

The anesthesiologist could institute artificial respi- 
ration including placement of endotracheal tube and 
tracheobronchial toilet in order to maintain clear and 
adequate airway.® Then pulmonary ventilation is estab- 
lished, using the anesthesia machine and manual com- 
pression of the rebreathing bag. Oxygen, 100 per cent, 
should be used and the rate of compression should be 
16 to 20 times per minute. 

The surgeon could institute artificial circulation 
(cardiac massage) using the transthoracic approach at 
the fourth or fifth interspace. The heart massage car- 
ried out by compression against the sternum or grasp- 
ing the heart and squeezing rhythmically. In regard to 
the rate, there are two schools of thought: slow (40 
times per minute) and fast (100-200 times per min- 
ute). Probably an intermediate rate would be the 
answer so as not to fatigue the operator. 

The third and fourth or even more members of 
this team could attend to such things as: (1) position- 
ing the patient by lowering the head 5 to 10 degrees, 
which fosters venous return without undue cerebral 
congestion ; (2) beginning the intra-arterial infusion of 
saline, since it has been established that this may cause 
resumption of full contraction as well as improve the 
metabolic state of the muscle via the coronary channels. 
Furthermore, it may produce improvement in medul- 
lary, hepatic, and renal circulations; and (3) electro- 
cardiography, as mentioned earlier. 

If the diagnosis is cardiac standstill, then the mas- 
sage should be continued and a 1:10,000 dilution of 
epinephrine injected into the right auricle. Up to six 
doses of 5 to 10 cc. each may be used at 5-minute in- 
tervals. 

If the diagnosis is ventricular fibrillation, then a 
1 per cent procaine solution should be used instead of 
epinephrine. Dosage is 5 to 10 cc., injected into the 
jugular vein or right ventricle, and/or pericardial sac 
(topical application). 

Another aid is serial defibrillation by shock device. 
Two electrodes are placed on the heart and a shock 
of 1 to 1.5 amperes is applied in a sequence of “on 1 
second, off 2 seconds,” repeated three to five times. 


Still another method is injection of quinidine glu- 
conate, 100 to 200 mg., into the jugular vein.® 

As I said earlier, results depend on speed. This is 
aided by organized efforts of the team, so that as much 
as possible can be done for the patient within a short 
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time limit. The prognosis of these emergencies ranges 
anywhere from complete recovery to complete failure 
and death, with various stages of cerebral recovery or 
impairment in between. 

Swann’ approaches resuscitation from a slightly 
different angle, feeling that it is a reversal of the process 
of death. His experiments were done on unanesthetized 
dogs, rendered unconscious by anoxia. From these ex- 
periments, he sets forth seven principles of resuscita- 
tion: 

1. The first function to fail during the process of 
death varies with each type of death. 

2. The death process, in its several physiologic 
components, is abrupt; none of the processes “tapers 
off.” 

3. Resuscitating measures should be aimed at the 
first function to fail. 

4. The desired reversal of the process of death is 
accomplished by reoxygenation. 

5. Only very small quantities of oxygen are re- 
quired for resuscitation. 

6. As long as oxygen gets to the lung alveoli, the 
method of giving it is immaterial. 

7. Recovery is rapid. If breathing does not return 
within 4 minutes, the animal surely has died. 

After setting forth these principles, the partly un- 
answered question arises as to whether these data may 
be applied to man. Swann states that principle no. 7 
cannot be because these experiments on the dogs dealt 
with return of breathing and circulation. The many 
reports concerning human resuscitation deal with re- 
turn of consciousness, and there may be hours between 
these two points. 


Analeptic drugs 


There are almost no true analeptic agents. This 
term has through misuse come to mean or include 
stimulants as well. In order to be a true analeptic 
agent, a drug should reverse the action of a depressant 
drug, either by chemical neutralization or by cellular 
displacement. Actually the drugs in current use as 
analeptics (so-called) cause only a physiologic antag- 
onism between a drug causing depression of the cell 
and a drug stimulating the same cell. Therefore, the 
term “analeptic drugs” is erroneous when used to in- 
clude the stimulant drugs, but through common usage 
the terms “analeptic’” and “stimulant” have become 
interchangeable.® 

In general, stimulant drugs have little place in the 
field of resuscitation, because it has been demonstrated 
that they usually produce an effect only in the presence 
of drug depression and when given in subconvulsive 
doses. Such an effect increases cellular oxygen needs 
and actually imposes a greater strain on the organism, 
as per the old saying of whipping an already tired 
horse. Also, following use of stimulant drugs, there 
occurs a secondary depression often more grave than 
the initial depression. Still another objection is that 
once they are given, their effect cannot be turned off 
like a light switch, and the stimulation may persist after 
the original disturbance has been relieved, thereby pro- 
ducing hypertension, hyperpnea, and convulsions. 

Now, to contradict myself, with careful and ju- 
dicious use, analeptic drugs can be of assistance. And 
I feel sure that physicians would be rightly criticized for 
omitting their usage, even though they cannot be de- 
pended upon to effect recovery. 

Analeptic drugs exert their action through one 
or more of the following mechanisms :* 
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1. By stimulation of medullary or other vital centers: Met- 
razol, coramine, picrotoxin, and carbon dioxide act in this 
manner. 

2. By stimulation of the carotid body, which, in turn, re- 
flexly stimulates the respiratory center. Lobeline [alpha-lobe- 
line], coramine, and cyanide derivatives act in this manner. 

3. By stimulation of sympathetic receptors in the arterioles 
to elevate blood pressure and improve general and cerebral cir- 
culation; Epinephrine, ephedrine, and other sympathomimetic 
drugs act in this manner. 

4. By stimulation of the smooth muscle of the blood vessels 
to elevate blood pressure and improve general and cerebral cir- 
culation: Pitressin, pituitrin, and ephedrin act in this manner. 

5. By stimulating the heart muscle and improving the car- 
diac output: Digitalis (perhaps some of the above act in this 
manner). 

6. By influencing capillary permeability and preventing fluid 
loss: Adrenal cortical hormone acts in this manner. 


Resuscitation of the newborn infant 


The exciting cause of the first respiratory gasp is 
unknown. There are several theories with respect to 
initiation of respiration in the newborn.* 

A chemical theory, which revolves about carbon 
dioxide accumulation, explains the effective stimulus 
in starting extrauterine respirations. However, it is 
known that the carbon dioxide content is already high 
in the fetus, and it must be realized that the effective- 
ness of oxygen lack is mediated through the carotid 
body and this reflex is not developed at birth. 

A second theory has to do with the neurogenic 
mechanisms of respiration, but it is also said that the 
only potent reflexes working at birth seem to be those 
initiated about the mouth via the fifth cranial nerve. 

A later and more inclusive theory has been ad- 
vanced, and is called the biologic theory. This contends 
that there is intrauterine respiration, and that amniotic 
fluid normally occupies the alveoli of the fetal lung and 
that spontaneous fluid respiratory movements are re- 
sponsible for a tidal flow of fluid in the respiratory 
tract. Therefore, it is postulated that the fetus is not 
apneic and the postnatal breathing is simply a continu- 
ation of intrauterine respiratory activity. In this regard, 
is is believed that by allowing labor prior to cesarean 
section, newborn asphyxia can be decreased by con- 
ditioning the infant mechanically to start breathing. 

It is not the purpose of this paper to discuss 
physiology of respiration either in the newborn or 
otherwise, although I hope there has been enough said 
to stimulate a new review of it. 

Resuscitative procedure in the newborn consists of 
establishment of a clear and adequate airway, adminis- 
tration of oxygen, and maintenance of warmth or 
conservation of body heat. 

Variations of this procedure range from wiping 
the nose and mouth to endotracheal intubation; from 
oxygen via cone to inflation through endrotracheal tube 
or via mechanical respirator, depending on whether the 
stage of asphyxia is depression, spasticity, or flaccidity. 

When the principles of resuscitation as mentioned 
earlier in this paper are applied to resuscitation of the 
newborn, they are found lacking. Manual methods are 
useless, because air cannot be expressed from an airless 
lung, and there is no negative thoracic pressure in a 
newborn. 

The respiratory stimulants have no place in the 
treatment of apnea because they have no effect on 
respiration in the presence of anoxia, and harm can 
be done since these can produce convulsions. 

The vasopressor drugs are not recommended, al- 
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though a small dose of epinephrine infrequently is of 
value. 

In regard to carbon dioxide, there is no lack of 
carbon dioxide in asphyxia, and its addition in the 
treatment of apnea is not only superfluous, but may be 
harmful. 

Since most babies are born in hospitals, it is pos- 
sible to anticipate and be fully prepared to treat im- 
mediately any asphyxial emergency. Apparatus for 
initiating and maintaining respiration should be at hand 
for every delivery. It should be in perfect working 
order, and personnel who are expert in its use should 
be present. Success in the art of resuscitation is rela- 
tive to the preparation and the training acquired prior 
to the emergency. 

One more thing should be mentioned in newborn 
resuscitation. Cases of postpartum atelectasis and clini- 
cal hyaline membrane disease, or cases of thick tena- 
cious mucus in the bronchi can be treated by the use of 
detergent with hyaluronidase as a vehicle. This is rec- 
ommended to aid pulmonary expansion.® 


Allentown Osteopathic Hospital 
1736 Hamilton St. 
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& ANATOMY FOR SURGEONS: Volume 2. The Thorax, Abdomen, 
and Pelvis. By W. Henry Hollinshead, Ph.D., Professor of Anatomy, 
Mayo Foundation, University of Minnesota; Head of the Section of 
Anatomy, Mayo Clinic, Rochester, Minnesota. Cloth. Pp. 934, with illus- 
trations. Price $20.00. Paul B. Hoeber, Medicai Book Department of 
Harper & Brothers, 49 E. 33rd St., New York 16, 1956. 


This volume, the second in a series on surgical anatomy by 
Hollinshead, continues the theme of the first: To pinpoint, de- 
scribe, and interrelate the anatomic facts and concepts that the 
surgeon has found useful. The values of this approach, the 
author stresses, are benefits to the surgeon in a more clearly 
defined technic and to the patient in more effective surgery. 

The outgrowth of many years of teaching, the text retains 
much of the style of the classroom lecture. Wisely, the author 
has placed the illustrations—well-executed, clear line drawings 
and a few halftones—near the relevant comment. The book is 
well produced and the text easy to read. 

Explanation of the details of anatomy, the many things 
which go unobserved or unmentioned in the usual surgical lec- 
ture, is the outstanding feature of this book. Its achievement 
is to give the student or young surgeon the full picture of the 
fundamental anatomy of the body, to tell him the whys behind 
the practices of surgery and, as far as possible, to enable him 
to understand the effect of expanding anatomic knowledge on 
surgical practices. To the young surgeon, this volume and the 
series of which it is a part will give insight into the wisdom 
of his field; for the experienced surgeon, it remains an excel- 
lent summing up. 


Bb WIRE BRUSH SURGERY. In the Treatment of Certain Cosmetic 
Defects and Diseases of the Skin. By James W. Burks, Jr., M.S., M.D., 
Associate Professor of Clinical Medicine (Dermatology), Tulane Univer- 
sity of Louisiana, School of Medicine; Senior Associate, Department of 
Dermatology, Touro Infirmary; Visiting Physician, Division of Derma- 
tology and Syphilology, Charity Hospital of Louisiana at New Orleans; 
Consultant to Keesler Air Base Hospital, Mississippi; Member of Ameri- 
can Academy of Dermatology and Syphilology; Member of Society for 
Investigative Dermatology; Diplomate of American Board of Dermatology 
and Syphilology. Cloth. Pp. 154, with illustrations. Price $6.75. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1956. 


This new monograph on the subject of plastic skin planing 
will be welcomed by many dermatologists who have become im- 
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Williams & Wil- 


pressed with the good results obtained by use of a wire brush 
in cosmetic surgery. Because this procedure is relatively new, 
practical writings on dermabrasion are limited indeed, and this 
publication, based on one doctor’s wide personal experience, will 
help to answer the current need. 

Although present knowledge is covered with as much com- 
pleteness as the limited development of the specialty will allow, 
the author is quick to admit that he has written a primer which 
will be expanded by more extensive experience. However, he 
does cover, at least in germ, all important phases of the opera- 
tion. Included are such subjects as the anatomy of the skin as 
related to planing, the histopathology of the healing process, 
the effect of freezing on the skin (a subject still requiring 
much investigation), the psychologic aspects of planing, and 
suggestions for the selection of patients, prognostication, and 
evaluation of results. In addition, equipment and anesthesia are 
discussed, as well as postoperative care and possible complica- 
tions. Technic which is presented is based on the experience of 
1,000 such operations performed by the author. 

The book is profusely illustrated, highly readable, and in- 
cludes such references as are presently available for collateral 
reading on the subject. The author cautions, however, that 
although this book was prepared from teaching materials, no 
didactic presentation can substitute for actual supervised prac- 
tice. The value of this monograph, then, is to the cosmetologist 
who wishes to improve his own technic by measuring it against 
current findings, and as a reference for the physician who will 
seek his practical training in the recommended channels. 


& PRACTICAL DIAGNOSIS AND TREATMENT OF LIVER DIS- 
EASE. By Carroll Moton Leevy, M.D., Director of Clinical Investiga- 
tion, Director of Outpatient Department, and Attending Physician, Jersey 
City Medical Center, Jersey City, N.J., Consultant in Medicine, U.S. 
Naval Hospital, St. Albans, N.Y. With a foreword by Franklin M. 
Hanger, M.D., Professor of Medicine, College of Physicians and Sur- 
geons, Columbia University, New York, N.Y. Cloth. Pp. 336, with illus- 
trations. Price $8.50. Paul B. Hoeber, Medical Book Department of 
Harper & Brothers, 49 E. 33rd St., New York 16, 1957. 


A rapidly increasing incidence of hepatic disturbances has 
prompted the author to prepare this summary of clinical obser- 
vations for use as a treatment guide for the general practitioner. 
Clearly describing and explaining specific treatment and the 
means of dealing with complications of hepatic conditions, the 
author presents facts gained from work with 1,000 consecutive 
admissions for hepatic treatment at the Jersey City Medical 
Center. In addition to data on treatment, he discusses at length 
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the value and importance of liver function tests and advises on 
the most helpful diagnostic use of them. In addition, many new, 
some still experimental, technics are included and the pros and 
cons presented. 

The author favors a composite approach to diagnosis and 
treatment, one that considers clinical, biochemical, and histologic 
findings. In his opening chapter he describes a classification 
system for hepatic conditions that is similar to that developed 
by the American Heart Association for heart conditions. He 
discusses each aspect of diagnosis and explains procedure for 
differential diagnosis. Following an extended explanation of the 
general principles of therapy, he examines liver disease due to 
nutritional deficiencies and metabolic disturbances and toxipathic 
liver disease, and then considers the liver in circulatory disturb- 
ances and in biliary obstruction and infection. The final chapter 
treats neoplastic diseases and trauma. The material is well-or- 
ganized, and case studies are included. 


® ATLAS OF TUMORS OF THE NERVOUS SYSTEM. By H. M. 
Zimmerman, M.D., Chief, Laboratory Division, Montefiore Hospital, and 
Professor of Pathology, College of Physicians and Surgeons, Columbia 
University, New York City; and Martin G. Netsky, M.D., Associate Neu- 
ropathologist and Associate Attending Physician in Neuropsychiatry, 
Montefiore Hospital, New York City; Presently Professor of Neuropath- 
ology and Associate Professor of Neurology, The Bowman Gray School 
of Medicine of Wake Forest College, Winstcn-Salem, North Carolina; 
and Leo M. Davidoff, M.D., Attending Neurological Surgeon, Montefiore 
Hospital, and Professor and Chairman, Department of Surgery, Albert 
Einstein College of Medicine, New York City. Cloth. Pp. 191, with il- 
lustrations. Price $25.00. Lea & Febiger, 600 S. Washington Square, 
Philadelphia 6, 1956. 


Well-organized material produced in easily read layout and 
supplemented by high quality photography excellently repro- 
duced in color makes this book an outstanding contribution to 
the field. The authors, who believe it necessary to end the 
general belief that the study of neural tumors is hopelessly 
complex, have produced a clearly written basic text. To give 
further clarification, they have tabularized data on incidence, 
terminology, and staining methods. The volume deserves atten- 
tion and study. 


Bb EXPECTANT MOTHERHOOD. By Nicholson J. Eastman, M.D., 
Professor of Obstetrics in Johns Hopkins University; and Obstetrician- 
in-Chief to the Johns Hopkins Hospital. Ed. 3. Cloth. Pp. 198, with 
illustrations. Price $1.75. Little, Brown and Company, 34 Beacon St., 
Boston, 1957. 


The third edition of this book is important, first, because 
it contains various improvements made in maternity care during 
the past 10 years, and second, because it retains the same posi- 
tive attitude about having a baby. The doctor who advises his 
patient to read this book will make her pregnancy easier because 
she will understand what is happening to her; in turn, it will 
make his work easier because she will have a more healthy 
outlook on her confinement. Also, in these days of busy doc- 
tors’ schedules, this work can help instruct patients in the many 
routine details of prenatal hygiene, thus sparing the doctor 
countless questions in the office and many telephone calls both 
day and night. The text does not make any radical changes 
from previous editions. New information has been added on 
such matters as anesthesia, diet for mothers, equipment for both 
mother and baby. The type is easy to read, and the style of the 
text, with each topic in boldface, makes it easy for a lay person 
to find exactly what she is looking for. 


B® THE PRACTICE OF MEDICINE. Edited by Jonathan Campbell 
Meakins, C.B.E., M.D., LL.D., D.Sc.; and Associate Editors. Ed. 6. 
Cloth. Pp. 1916, with illustrations. Price $16.00. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1956. 


Dr. Meakins believes that in the era of education by spe- 
cialists someone has “to fill in the odds and ends of the multi- 
farious lesions and syndromes which do not fit.” Ideally it is 
the professor of medicine with wide clinical knowledge and 
“constant contact with humanity in the raw.” When this source 
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is not available or when a graduate desires review, this book, 
the compilation of the work of the editor, eighty-seven contrib- 
utors, and twenty-four associate editors, can give invaluable aid 
to the student or general practitioner. Each of the editors has 
worked to make an integrated approach to man’s disabilities, an 
approach that coordinates the anatomic, physiologic, emotional, 
and environmental whole. 

The discussions are brief, specific, and highly flavored with 
clinical acumen that comes of long experience. Diseases are 
grouped by their etiologic agent or by the area or function 
affected. In addition there are sections devoted to the chemo- 
therapy of infections and to the allergic states. Although the sec- 
tion on psychiatry has been eliminated, the editor believing that 
the field is much too broad to be treated in a book on practice, a 
fundamental discussion of the psychosomatic aspects of medicine 
and the references which follow the text provide a working 
orientation in the subject. In addition the book is well indexed 
and references are given at the end of every chapter. 

Meakin’s text has been a standard for many years; the 
present edition deserves the same rating. 


B® The Ciba Collection of Medical Illustrations, Volume 3: DIGESTIVE 
SYSTEM; Part III, LIVER, BILIARY TRACT AND PANCREAS. 
A Compilation of Paintings on the Normal and Pathologic Anatomy, pre- 
pared by Frank H. Netter, M.D.; and edited by Ernst Oppenheimer, 
M.D. Cloth. Pp. 165, with illustrations. Price $10.50. Ciba Pharmaceu- 
tical Products, 556 Morris Ave., Summit, N.J., 1957. 


This work contains the latest collection of exceptionally 
finely prepared and reproduced drawings painted by Dr. Frank 
H. Netter for the CIBA Collection of Medical Illustrations. 
The volume is divided into five sections: normal anatomy of the 
liver, biliary tract, and pancreas; physiology and pathophysiol- 
ogy of the liver, biliary tract, and pancreas; diseases of the 
liver; diseases of the gallbladder and bile ducts; and diseases 
of the pancreas. Part III of Volume 3 of this work was pub- 
lished before Parts I and II because of the great interest evi- 
denced during the past few years in diseases of the liver and 
biliary system. In the drawings and the accompanying concise 
but explicit text, the works covers the essential anatomic, func- 
tional, and pathologic features of the subject. Endocrine aspects 
of the pancreas are not included, having been reserved for the 
volume of this collection which will illustrate the endocrine 
system. This work, like its forerunners, is a remarkable work 
of art. The colored drawings of the organs, normal and dis- 
eased, and the cross sections, are as near an insight into the 
human body as a student can find. One new feature has been 
added to this work that has not been included in the previous 
volumes—a bibliography of the books and periodical articles 
that have served as sources for the artist and as references for 
the editorial work. 


B® CHEMOSURGERY IN CANCER, GANGRENE AND INFEC- 
TIONS. Featuring a New Method for the Microscopically Controlled 
Excision of Cancer. By Frederic E. Mohs, B.Sc., M.D., Associate Pro- 
fessor of Chemosurgery, Department of Surgery, University of Wiscon- 
sin Medical School; Head of the Chemosurgery Clinic, State of Wiscon- 
sin General Hospital; Research Associate, McArdle Memorial Laboratory 
for Cancer Research, Madison, Wisconsin. Cloth. Pp. 305, with illustra- 
tions. Price $13.50. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1956. 


The author presents chemosurgery as the method which 
combines unprecedented reliability with desired conservatism in 
the treatment of cancer of the skin and other accessible areas 
as well as in cases of benign precancerous or gangrenous condi- 
tions and other infections. Accenting the fact that the theory 
of chemosurgery is simple, he cautions that the practice of 
chemosurgery, especially in cancer therapy, should be limited to 
specialists because of the precision, care, and knowledge needed 
for the best use of the technic. 

This book is designed to present the technics of chemosur- 
gery, to develop awareness of its worth, and possibly to encour- 
age the development of chemosurgery clinics in population 
centers. The author discusses the advantage of the method and 
cites cases in which it should be used alone and those in which 
it can be combined with surgery and/or radiation. The text 
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is clear and the explanations extensive. The photographs, which 
include some microscopic studies, and the drawings are valuable 
additions to the text. Because this volume is the first in the 


field of chemosurgery, the author has included an extensive list 
of the literature on the subject. 

In view of the demand for effective cancer therapy as 
well as for better means of dealing with various other dis- 
orders, this book should be of interest to all doctors and espe- 
cially to those engaged in hospital or clinic administration. 


B® MODERN OPERATIVE SURGERY. Volume II. Edited by the 
late G. Grey Turner, LL.D., D.Ch., M.S., F.R.C.S., F.R.C.S.E., 
F.R.A.C.S., F.A.C.S., Professor of Surgery in the University of Lon- 
don and Director of the Department of Surgery at the British Postgrad- 
uate Medical School; Surgeon, Hammersmith Hospital; Emeritus Pro- 
fessor of Surgery in the University of Durham; Honorary Consulting 
Surgeon, Royal Victoria Infirmary, Newcastle-upon-Tyne; and Lambert 
Charles Rogers, V.R.D., M.Sc., F.R.C.S., F.R.C.S.E., F.R.A.C.S., 
F.A.C.S., Professor of Surgery, University of Wales; Director of Sur- 
gical Unit, Cardiff Royal Infirmary; Surgeon, United Cardiff Hospitals; 
Adviser in Surgery, Welsh Regional Hospital Board; Consultant in Neu- 
rosurgery to the Royal Navy; Member of Council and formerly Member 
of Court of Examiners and Vice President, Royal College of Surgeons of 
England. With a foreword by Sir Gordon Gordon-Taylor, K.B.E., C.B., 
MA., ELD. MD. MS. FRCS. FRESE, 
F.R.A.C.S., F.A.C.S. Ed. 4, in two Volumes. Cloth. Pp. 2614, with il- 
lustrations. Price $17.50. Paul B. Hoeber, Medical Book Department of 
Harper & Brothers, 49 E. 33rd St., New York 16, 1957. 


An organized approach, exact text, and detailed explana- 
tion insure the continued value of this series. This volume com- 
pletes the section on hernia operations and deals with proctologic 
surgery, radiotherapy, operations of the head, face, and throat, 
including plastic surgery, operations on the nervous system, and 
urologic and gynecologic surgery. The book is well illustrated 
and well indexed. 


®&® THE LABYRINTH—Physiology and Functional Tests. By Joseph 
J. Fischer, M.D., Clinical Professor in Otolaryngology, School of Medi- 
cine, Tufts University; Visiting Surgeon for Otorhinolaryngology, Bos- 
ton City Hospital; former Associate of Adam Politzer and Senior Oto- 
laryngologist with Gustav Alexander, Policlinic of Vienna. Cloth. Pp. 
206, with illustrations. Price $6.00. Grune & Stratton, 381 Fourth Ave., 
New York 16, 1956. 


A co-worker with Gustav Alexander and a member of the 
teaching staff in Polyclinic at the University of Vienna from 
1918-1930, Dr. Fischer is a recognized authority on otology. 
His book, planned for the resident in otology or neurology, is 
an excellent presentation of the knowledge in the field. Even 
more valuable is the author’s summary and evaluation of con- 
troversial points and his precise instructions for differential 
diagnosis. 

The book is divided into discussions of general physiology, 
applied physiology, and functional tests. In the last section, Dr. 
Fischer discusses spontaneous manifestations, induced reactions, 
evaluation of abnormal reactions, and the differentiation of 
peripheral and central lesions. Extensive lists of references are 
given with each chapter. 


® PRACTICAL OFFICE GYNECOLOGY. By Albert Decker, M.D., 
D.O.G., F.A.C.S., Clinical Professor Gynecology and Obstetrics, New 
York Medical College; Clinical Professor Gynecology and Obstetrics, New 
York Polyclinic Medical School and Hospital; Attending Gynecologist, 
Flower Fifth Avenue Hospital, Metropolitan Hospital, Knickerbocker 
Hospital, Polyclinic Hospital, Bird S. Coler Memorial Hospital and 
Home; and Wayne H. Decker, M.D., D.O.G., Assistant Clinical Pro- 
fessor of Obstetrics and Gynecology, New York University College of 
Medicine; Assistant Attending Gynecologist, Bellevue and University 
Hospital; Associate Attending Gynecologist, Knickerbocker Hospital. Cloth. 
Pp. 388, with illustrations. Price $10.50. F. A. Davis Company, 1914-16 
Cherry Street, Philadelphia 3, 1956. 


This book will give the general practitioner the impression 
that the two authors are sitting down with him and advising 
him what to do with patients who have symptoms of gynecologic 
trouble. The book emphasizes practical and workable methods 
for the diagnosis, management, and treatment of common gyne- 
cologic disorders. Each is discussed from the standpoint of the 
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principal symptom, such as vaginal discharge, abnormal bleed- 
ing, postmenopausal bleeding and dysmenorrhea. However, 
methods of accurate evaluation and interpretation of the symp- 
toms of all gynecologic diseases are presented to diminish the 
possibility that the physician will overlook serious cases, which 
often should be turned over to specialists. The bock gives inval- 
uable counsel on early diagnosis of cancer, a disease usually 
first suspected in the GP’s office. 

The text is well organized, starting with chapters on office 
records and physical and special examinations. The next chap- 
ters deal with specific disorders and their symptoms. There are 
chapters on infertility, cancer detection in women, premarital 
consultation, and culdoscopy. The senior author of this work 
is the discoverer of culdoscopy, the telescopic process of making 
visual diagnosis of obscure pelvic disease. This achievement 
has brought Dr. Albert Decker international recognition and 
acclaim. 


® NEW AND NONOFFICIAL REMEDIES Containing Descriptions 
of Drugs Evaluated by the Council on Pharmacy and Chemistry of the 
American Medical Association, 1957, An Annual Publication Issued Un- 
der the Direction and Supervision of the Council. Cloth. Pp. 582. Price 
$3.35. J. B. Lippincott Company, E. Washington Square, Philadelphia 
5, 1957. 


Twenty-one new monographs have been included in the 
1957 edition of this reference work compiled under the direction 
and supervision of the Council on Pharmacy and Chemistry of 
the American Medical Association. 

As in the previous editions, drugs not included in Pharma- 
copeia of the United States, The National Formulary, or New 
and Nonofficial Remedies for the prior 20 years are reviewed. 
Particular attention is given to toxicity, side effects, and allergic 
reactions produced by the drugs. Dosages and means of ad- 
ministration are carefully described. The monographs are ar- 
ranged alphabetically in chapters according to pharmacologic 
action or clinical use. Careful cross references avoid duplica- 
tions. 

The book is a clear, concise, and invaluable guide to prac- 
titioners who must keep constantly abreast of pharmacologic 
developments. 


B® ULCERS OF THE LEGS. By P. Piulachs, Chief Professor Sur- 
geon in the Faculty of Medicine of Barcelona. Cloth. Pp. 574, with 
illustrations. Price $15.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1956. 


This volume gives a thorough study of the anatomy, 
pathology, and surgical history of ulcers of the lower 
extremities. The book is divided into sections entitled 
General Conceptions of Leg Ulcers, Ulcers of Venous 
Etiology, Physiopathology of Ulcers Due to Venous In- 
sufficiency, New Pathogenetic Concept of Varicosities, 
Evolution of the Venous Thrombosis and of Its Sequelae, 
Arterial Ulcers, and Trophoneurotic Ulcers. The author 
immediately makes a_ distinction between ulcerations 
(which heal in a short time) and true ulcers (which are 
chronic and resistant to therapy). The work contains sev- 
eral original concepts of treatment evolved by the author, 
such as his own idea of the pathogenesis of varicosities, 
which stresses the importance of the existence of arterio- 
venous communications. 

The text is carefully organized, clearly written, and richly 
illustrated. 


B® SURGERY FOR GENERAL PRACTICE. By Victor Richards, 
M.D., Professor of Surgery, Chairman of Department of Surgery, Stan- 
ford University School of Medicine, San Francisco, California. Cloth. 
Pp. 947, with illustrations. Price $17.50. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1956. 


This book is neither a text nor a presentation of advanced 
or new methods of surgery, but the author’s compilation and 
organization of proved methods of patient care. The author is 
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intent upon more and better comprehensive care of surgical pa- 
tients, an area of practice which he feels suffers from the high 
degree of specialization in contemporary surgical practice. 

The treatment of the material is a discussion of considera- 
tions rather than technics of surgical care. No specific method 
is emphasized, but basic practical steps of care are presented, 
and the advantages and values of each discussed. The author 
presents his discussion, and then trusts the reader to choose the 
method which best suits his and his patient’s needs. 

Since the author did not choose to cite specific current lit- 
erature, the book cannot serve as a basis for further research. 
Nonetheless, it will be a valuable source to practitioners who 
desire a comprehensive review of extraoperative considerations 
of surgical practice. To the reviewer’s mind, it would be an ex- 
cellent supplementary text for the student or younger doctors 
because of the many practical guides for keeping the patient 
comfortable. 


® THROMBOEMBOLIC DISEASE. By Geza De Takats, M.D., M.S., 
F.A.C.S., Division of Vascular Surgery, Department of Surgery, Univer- 
sity of Illinois College of Medicine, Research and Educational Hospita!; 
St. Luke’s Hospital, Chicago, Illinois. Paper. Pp. 55. Price $2.25. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Illinois, 1955. 


The cases and therapies discussed in this volume are based 
on the experience of Dr. de Takats and his associates at St. 
Lukes Hospital, Chicago. Several stages of thromboembolic 
disease are identified and described, and the need for clear recog- 
nition of the type and stage of the disease before the physician 
can begin beneficial treatment is pointed out as is the fact that 
many conditions identified as thromboembolic disease are the 
result of stenosis or some other cause. 

To the author. thromboembolic disease treatment is not a 
narrow specialty, but rather a study that pulls together the 
knowledge of many different departments in order to give the 
patient the best possible care. In particular he points out the 
value of hearpin treatment. In many cases, he reports, short- 
term treatment is all that is needed to get a patient over a 
stress-caused period of thromboembolic disease; in other cases, 
preoperative hearpin therapy prevents the usual complications. 
He rigorously questions the worth of long-range anticoagulant 
therapy with dicumarol. To him, the amount used has no sig- 
nificant physiologic effects, and the constant need for medica- 
tion produces in the patient an unhealthy concern and worry. 

The book is clear and concise, and many physicians will 
find it of value in defining their own approach to thromboem- 
bolic disease. 


B® CLINICAL EXAMINATIONS IN NEUROLOGY. By Members 
of the Sections of Neurology and Section of Physiology, Mayo Clinic 
and Mayo Foundation for Medical Education and Research, Graduate 
School, University of Minnesota, Rochester, Minnesota. Cloth. Pp. 370, 
with illustrations. Price $7.50. W. B. Saunders Company, W. Washing- 
ton Square, Philadelphia 5, 1956. 


The neurologic examination is one of the most difficult. 
In addition to conducting and interpreting diverse and complex 
tests, the physician must master the technic of interviewing pa- 
tients who may be unobservant, mentally deficient, or even 
determined to thwart or confuse the doctor. 

In this text, designed as a guide for the fellows at the 
Mayo Clinic and the results of more than 30 years of successful 
group practice, general considerations of the interview and ex- 
amination are discussed, and report forms used at the Mayo 
Clinic are included. The rest of the book is a step-by-step 
blueprint of the neurologic examination. Each aspect is out- 
lined, and the significance of each test is concisely but clearly 
stated. Because they are relatively new and highly valuable 
components of the neurologic examination, much space is given 
to neuro-ophthalmology, language and motor speech, electro- 
encephalography, electromyography, and biochemical and phar- 
macologic testing; less space is given to special roentgenologic 
technics because adequate texts are readily available on this 
aspect of the examination. 

As the editor has pointed out, reliable guides are an in- 
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valuable aid in learning. This text, with its high quality draw- 
ings and elaborate index, should be a welcome guide to many 
physicians. 


Pb Williams OBSTETRICS. By Nicholson J. Eastman, Professor of 
Obstetrics, Johns Hopkins University, and Obstetrician-in-Chief to the 
Johns Hopkins Hospital. Ed. 11. Cloth. Pp. 1212, with illustrations. 
Price $14.00. Appleton-Century-Crofts, 35 W. 32nd St., New York 1, 
1956. 


Two previous authors of this text have died, but each time 
another person has seen fit to accept the challenge of rewriting 
and modernizing its contents. This eleventh edition is the present 
author’s second revision. In keeping with the times, he has 
added a new chapter reflecting the growing belief that psycho- 
logic attitudes toward childbearing have an important effect not 
only on many physical phenomena in pregnancy and labor but 
also on the future mother-child relationship and on the family 
pattern in general. This chapter is written by Dr. Leo Kanner, 
eminent psychiatrist. Many other subjects have been written 
anew in this work. These include discussions on obstetric 
shock, the investigation and management of habitual abortion, 
anemia, rupture of the cesarean section scar, postmaturity, hypo- 
tensive drugs, the prognosis of labor, placental microscopy, and 
water metabolism. The style of the current edition has been 
revised with the use of a larger, more legible type. Many new 
and excellent illustrations also have been added and effort has 
been exerted to make the bibliographies inserted after each 
chapter really useful by giving preference to recent papers 
which review the literature. 


B® TEXTBOOK OF UROLOGY. By Victor F. Marshall, M.D., 
F.A.C.S., Associate Professor of Clinical Surgery (Urology), Cornell Uni- 
versity Medical College; Attending Surgeon-in-Charge, Urology, James 
Buchanan Brady Foundation of the New York Hospital; and Associate 
Attending Urologist, The Memorial Center for Cancer and Allied Dis- 
eases, New York City. Cloth. Pp. 268, with illustrations. Price $5.50. 
Paul B. Hoeber, Medical Book Department of Harper & Brothers, 49 
East 33rd St., New York 16, 1956. 


Stressing that a thorough general history and examination 
are as important as the urologic history and examination of the 
patient, the author has created a text of practical value to the 
student and nonspecialist. Originally a series of didactic lec- 
tures, the material first presents an explanation of the vocabu- 
lary of urology and technics to use in getting an accurate 
history from the patient. Throughout the presentation of the 
various infections and obstructions common to the genitourinary 
tract, the management of the common disorders is stressed, and 
keys to the interpretation of information from diagnostic tests 
and patient histories are discussed. The common urologic opera- 
tions are illustrated and explained. 

The text is explicit and supplemented by drawings of ex- 
ceptional clarity. In addition to a well organized index, a list 
of additional references with a brief summary of their contents 
is included for the student’s assistance. 


Bm COMPARATIVE ANATOMY OF THE EYE. By Jack H. Prince, 
F.B.0.A., F.S.M.C., F.R.M.S., F.Z.S. (London), Assistant Research Pro- 
fessor, Department of Ophthalmology, University Hospital, Ohio State 
University, Columbus, Ohio. Cloth. Pp. 418, with illustrations. Price 
$8.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1956. 


‘ This book was planned to serve as a text and reference 
book for any university course in comparative ophthalmology. 
Its material is presented with consideration to the knowledge 
and interests of the physician, the optometrist, and the vet- 
erinarian. 

In addition to containing excellent information, the text is 
well written and supplemented by clear explanatory illustra- 
tions. A reference table of all known ocular characteristics and 
habits of animals from lampreys through the primates appears 
at the back of the book. For ready reference use, the book is 
well indexed and also contains a keyed list of the scientific 
classifications of the animals mentioned by common name in 
the text. 
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little help... 


FOR POSTNATAL HYGIENE 


Davol Feminine 
Vaginal Syringes 
are designed for 
easy insertion, effi- 
cient irrigation. 
Three styles, avail- 
able- with multi- 
spray or rotary 
spray. 


FOR THE NURSING MOTHER 


Davol Breast Shields and Nipple 
Shields relieve discomfort where 
tenderness or soreness exists . . . 
and permit the mother to continue 
breast feeding during healing pe- 
riod. Breast Shield 
#807, amber rub- 
ber. Nipple Shield 


... especially postnatal patients when 
discomfort occurs during recuperation or 
breast feeding. Among the hundreds of 
rubber comfort adjuvants, provided by Davol 
for your specification, are these items 
designed to ease and assist the new mother. 


FOR POSTNATAL SUPPORT 


Davol Pessaries, for comfortable support where remedy 
is needed to correct uterus malposition. Available in a 
number of styles and sizes to meet various needs. 


Inflated Ring 
(Red) — Sizes 
1 to 6 — from 
24” to 32” 
outside diam- 
eter. 


Solid Ring 
(Black) — 8 
Sizes — from 
2/4” to 33/4,” 
outside diam- 
eter. 


Hodge Style 
Hard Rub- 
ber — Sizes 1 
to 5 — 234” x 
1-11/16” to 
3-437 16" x 


Albert Smith 
Style Hard 
Rubber — 
Sizes 1 to 5 


RUBBER COMPANY 


#773, glass base 
PROVIDENCE 2, R. I. 


with “Anti- 
Colic’® amber 
nipple. 


Manufacturers of fine hospital and surgical rubber 
goods for over 80 years. 
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for part of the protein needed 
for part of the energy needed 


for vitamins and minerals 


for low fat content 


Keeps Step With the Demands 
of Advancing Knowledge of 
Man and His Nutritional 
Needs in Health and Disease 


\ AMERICAN BAKERS ASSOCIATION 
| 20 North Wacker Drive ° Chicago 6, Illinois 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


‘ 


for relief that lasts —longer 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
Steroid ester 


(6 days—37.5 mg.) 


HYDELTRA-T.B.A. 
(13.2 days—20 mg.) 


1 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HyDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials, 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO., INC. 
PHILADELPHIA 1, PA. 
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Hydrocortisone Acetate 
i 
Prednisolone Acetate (8 days—20 mg.) 
36 . 


a physiologic 
regulator 


other indications 


action 


dosage 


supplied 


ROUSSEL 


*‘do as the ovaries do’’ 


Duosterone 


anhydrohydroxyprogesterone 10.00 mg. 
per tablet 
primed by ethinyl estradiol 0.01 mg. 


For Simplified, Oral Treatment of Secondary Amenorrhea: infre- 
quent periods, subnormal flow, Dysfunctional Uterine Bleeding: 
menorrhagia, relapse after curettage, irregular or too frequent 
periods, prolonged or profuse menses. 


Habitual abortion, threatened abortion, functional sterility, 
dysmenorrhea, and premenstrual tension have responded to 
DUuOSTERONE therapy. 


DUuOSTERONE simulates the normal ovarian endocrine pattern of 
the secretory phase of the menstrual cycle. A normal cycle may 
be set off by DUOSTERONE stimulation, much as touching the 
pendulum starts a wound clock. Normal menstrual function is 
safely and conveniently restored with essential, two-hormone 
action provided by DuosTERoneE: (1) Administration of needed 
progesterone, and (2) Estrogen priming, which is indispensable 
to adequate progesterone activity. 


DUOSTERONE may also initiate an endocrine chain-reaction re- 
sulting in spontaneous ovulatory cycles according to the con- 
cept of Holmstrom.* 

5 to 10 tablets per day for five days, beginning exactly one week 
before expected onset of menses. No medication is given on last 
two days. Repeat dosage for six successive cycles to ensure 
reestablishment of normal function. 

Bottles of 25 and 100 tablets. On prescription only. 


*Am. J. Obst. & Gynec., 68:1321, 1954. 


ROUSSEL CORPORATION « 155 East 44th St., New York 17, N.Y. 
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Small diameter, EsTRONE PELLETS, RousseEL, 50 mg., for subcutaneous injec- 
tion of pure, crystalline estrone to relieve menopausal symptoms for 3 
months, according to the technique of TeLinde.! (Johns Hopkins Hospital.) 
Write for literature. (1.) TeLinde, R. W., Operative Gynecology, 2nd Ed., 
J. B. Lippincott Co., Philadelphia, 1953. 
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MEPROBAMATE 


Conjugated Estrogens (equine) with Meprobamate 


It was inevitable that these two therapeutic agents—the 
leading natural oral estrogen and the foremost, clinically 
proven tranquilizer—should be combined for control of 
the menopausal syndrome when unusual emotional stress 


complicates the picture. 


Ayerst Laboratories » New York, N. Y. + Montreal, Canada 


Prescribed by physicians throughout the world 


Have 7 FELSOL provides safe and 
you ® effective relief in Asthma, 
ever Hay Fever and related bronch- 
used > ial affections. 


FELSOL 


» FELSOL also relieves pain 
* and fever in Arthritis, Headache, 
» and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
Each oral powder contains: 

Antipyrine 

Iodopyrine 

Citrated Caffeine . . 

Try this unique and superior product by writing for 
free Professional Samples and Literature 


American Felsol Co. * P. O. Box 395 * Lorain, Ohio 


Available at all Drug Stores 


* IN PRURITIS ANI 
© ON CHICKEN POX 


BSP Liquid relieves itching 
promotes healing. 


TO PREVENT AND 
TREAT BED SORES 


BSP Liquid provides a protective 
coating and promotes healing. 


WHEREVER CALAMINE 
IS INDICATED 


Write BSP Liquid, a calamine 
suspension, containing: 
4°, Isopropyl Alcohol 
Ringers Solution 


Caiamine 
Methylcellulose 


Available in 4-0z. bottles 


For more information, please write: 


OTIS E. GLIDDEN & CO., INC. 


Waukesha 35, Wis. 
OTHER PRODUCTS: ZYMENOL, ZYMELOSE, ZYLAX 


Journat A.O.A. 
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PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6,N.¥ Pfi z2er) 


ACYCLIN ROCHLORI 


AVERAGE SERUM CONCENTRATION uG./ML. 


HOURS AFTER ADMINISTRATION OF 250 Mg. DOSE 


Tetracyn V, tetracycline-phosphate buffered, 

given orally, produces "markedly higher serum 
concentrations than those obtained with tetracycline 
hydrochloride."? 


In a crossover study, Tetracyn V afforded serum 
levels higher than tetracycline hydrochloride at 
two, three and six hours, following oral 
administration.} 


Therapy with activated Tetracyn V thus provides 
a higher, faster activity level of tetracycline, 
established as outstanding in effectiveness 
and safety among broad-spectrum antibiotics. 


SUPPLIED: Capsules, each containing tetracycline equivalent to 
250 mg. tetracycline HCl, with added sodium metaphosphate. 


1. Welch, H.; Lewis, C. N.; Staffa, A. W., and Wright, W. W.: 
Antibiotic Med. & Clin. Therapy 4:215 (April) 1957. 
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muscular pain 


for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (%4 gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.'* 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps.to correct 
*Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.® 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Journat A.O.A. 
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PROTEIN PREVIEWS 


Knox “Choice of Foods” Diet Can Help Your 
CARDIAC Patients Lose Weight Successfully 


1. Color-coded diets of 1200, 1600 and 1800 calories are 

based on nutritionally-sound Food Exchanges.’ Chas. B. Knox Gelatine Co., Inc. 

2. Easy-to-use Food Exchanges (referred to in the Knox ao Dept. JO-31 

booklet as Choices) eliminate calorie counting by patient. a 

3. Diets promote accurate adjustment of caloric levels to Please send me ....... dozen copies of the new illus- 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. Your Name and Address 

4. More than six dozen appetizing, low-calorie recipes are 

presented on the lest 14 pages of each diet booklet. 


1. The Food, Exchange, Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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As long as babies are born in the good old-fashioned 
way, and there is no evidence of a changing trend, every 
baby is an individual...and every baby’s formula an 
individual problem for the physician. 


Herein lies the value of evaporated milk—the only form 
of milk for bottle feeding which has proved successful 
more than 50 million times. 


For evaporated milk permits flexibility in carbohydrate 
content. ..an element of the formula which can be, and 
should be, determined only by the physician. 


Evaporated milk supplies the higher level of protein 
sufficient to duplicate the growth effect of human milk 
...a major factor in infant growth. 


And only evaporated milk combines these advantages 


with sterility, ready availability, and maximum economy. 


PET EVAPORATED MILK... the original evaporated milk 
with 72 years of experience, research, continuing improvement 


PET MILK COMPANY-e- ARCADE BUILDING e ST. LOUIS 1, MISSOURI 
Journat A.O.A. 
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production lime... 


for sleep ::- 


restorative sleep--without hangover 


A RAPIDLY EFFECTIVE 
SHORT ACTING HYPNOTIC 


The unique, slow solubility and gradual absorption 
of SOMNALERT afford excellent metering into 
the blood stream . . . the drug then undergoes ultra- 
fast metabolism. First effects can be noted within 
30 minutes of ingestion . . . maximum effect within 
1 to 2 hours. 


Due to its transient action, SOMNALERT can be 
administered late at night or toward morning, with 
no disagreeable effect when the patient arises — 
no psychic depression, confusion, lack of memory. 
Effect upon blood pressure and heart rate minimal. 


SOMNALERT contains one of the least toxic of 


all barbiturates in proportion to its hypnotic power. 


% Each SOMNALERT capsule contains 
(5-(1-cyclohexenyl) -1, 5-dimethyl-barbi- 
turic acid, W-T) 


Indications: Simple insomnia. 


Dosage: One or two capsules before retiring. 
Supplied: Bottles of 100 and 500. 


Mind Clear — Efficient 
THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS 8, OHIO 


Chattanooga los Angeles Portland 
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Between-Meal Claude is a Vitamin Fraud 


His offense—incessant nibbling—may be a small one, but it can land 
him in big trouble. At dinnertime he’s so full of snacks he couldn’t eat 
a balanced meal if his health depended on it—as soon it will. When 
you bail him out with a new dietary, keep Dayalets in mind for potent 
multi-vitamin support. Ten important vitamins in each tiny tablet. 


Dayalets 


(ABBOTT’S MULTIPLE VITAMINS) 


707172 


10 important vitamins 
in each tiny Dayalet: 


3 mg. (10,000 units) 
25 mcg. (1000 units) 


Pyridoxine Hydrochloride 


Vitamin Bi2 
(as cobalamin concentrate) 


Folic Acid 


Journat A.O.A. 
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seasonal allergies 
colds 


you can check excessive 
Irritant secretions... 


_and “unlock” the 
 closed-up nose 


orally with 


Novahistine: 


In the management of seasonal allergies and the common 

cold, Novahistine works better than antihistamines alone. 

The distinct additive action of a vasoconstrictor with an anti- 

histaminic drug combats allergic reactions more efficiently . . . 

provides marked nasal decongestion and inhibits excessive irri- 

tant secretions. Novahistine eliminates patient misuse of nose 

drops, sprays and inhalants... avoids the risk of rebound conges- 
tion. Novahistine will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of 
phenylephrine HCl and 12.5 mg. of prophenpyridamine maleate. For 
patients who need greater vasoconstriction, Novahistine Fortis Capsules and 
Novahistine with APC Capsules contain twice the amount of phenylephrine. 


Pitman-Mocre Com PGMY © Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 


Vor. 56, 1957 
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IRON DEFICIENCY ANEMIA 


—highest incidence at 6 to 24 months’ 


RESPONDS to iron, and iron alone’ 


Fer-In-Sol 


iron in a drop for infants and children 


Fer-In-Sol: Well-tolerated, efficiently 
utilized ferrous sulfate in an acidulous 
vehicle for better absorption. Its pleasant 
citrus flavor makes it readily acceptable 

to young children. 


Supplied: 15 cc. and economical 50 ce. 
bottles with calibrated unbreakable plastic 
‘Safti-Dropper’ for easy administration. 


Dosage: Prophylactic—0.3 to 0.6 cc. daily. 
Therapeutic—1.2 to 2.4.cc. or more daily, 

in divided doses. (0.3 cc. supplies 7.5 mg. 

of iron—more than the Recommended Daily 
Allowance for children up to 4 years old.) 


(1) Smith, N. J., and Rosello, S.: J. Clin. Nutrition 1 :275, 1953. 
(2) Coleman, D. H.; Stevens, A. R., Jr., and Finch, C. A.: 
Blood 10:567, 1955. 
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The eruptions of psoriasis may disappear in 
the summer, to reappear in the winter (Madden’). 
According to Morris’, “the best security against 
relapse is the completest possible removal of all 
remnants of the disease.” 


To avoid recurrence in the fall, psoriasis 
should be treated intensively with RIASOL all 
summer. Treatment should be continued until 
every patch, papule, scale and “bleeding point” 
has been eradicated. 


Permanent results with RIASOL may be se- 
cured when it is used conscientiously during the 
declining phase of psoriasis. Many physicians 
have reported freedom from relapses lasting years 
after a course of RIASOL treatment. 


RIASOL* contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless 
vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. No bandages required. After one week, 
adjust to patient’s progress. 

RIASOL is supplied in 4 and 8 fld. oz. bettles 
at pharmacies or direct. 

1. Minnesota Med. 22:381, 1939. 


2. Brit. M. J. 2:1328, 1954. 


*T. M. Reg. U.S. Pat. Off. 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous 


clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-757 12850 Mansfield Avenue Detroit 27, Michigan 


for PSORIASIS 
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Advantage of 
Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


J Unmarried women can use vaginal tampons!:? 


rs Tampons do not cause erosion of the 
cervix, vagina or labia! 


Tampons do not irritate the vaginal mucosa! 
Tampons do not block the menstrual flow! 
Tampons minimize menstrual odor! 


Tampons are comfortable... help the 
psychological attitude toward menstruation!* 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:498 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX® 


for internal menstrual hygiene 


Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 


Tampax Incorporated 
Palmer, Massachusetts 


Journat A.O.A. 
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Her Life 


is Less Frenzied-— 


—since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


serpine 
You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 
Smooth-acting Butisol Sodium® goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine in 
safer low dosage gradually builds up its tranquilizing effect. 


Each tablet or teaspoonful of elixir contains: 
BUTISOL SODIUM® Butabarbital Sodium, 15 mg. (14 gr.) 
and Reserpine 0.1 mg. 


e Tablets e Elixir e Prestabs* Butiserpine R-A (Repeat Action Tablets) 


*Trade Mark 


LABORATORIES, INC., PHILADELPHIA 32, PA. 
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NEW 3RD EDITION —JUST PUBLISHED! 


Schwartz, Tulipan & Birmingham— 
Occupational Diseases of the Skin 


By LOUIS SCHWARTZ, M.D. 


Medical Director (Retired), United States Public Health Service, 
ief, Dermatoses Section; Consultant in Dermatology, 
National Institutes of Health 


LOUIS TULIPAN, M.D. 


Emeritus Clinical Professor of Dermatology, New York University 
Bellevue Post-Graduate Medical School; Consulting Derma- 
tologist at the Bellevue Hospital, New York 


and DONALD J. BIRMINGHAM, M.D. 


Medical Director, Chief Dermatologist, Occupational Health Program, United States Public Health Service; Assistant 
Professor of Dermatology and Syphilology, University of Cincinnati College of Medicine, Cincinnati, Ohio 


The physician’s need for detailed information on 
modern industrial skin hazards is filled completely 
in this widely used book. The authors describe in- 
dustrial processes and chemicals, furnish the back- 
ground on which dermatoses develop, and describe 
possible irritants to which workers may be exposed. 
Prevention, diagnosis and treatment are presented 
clearly and concisely. The subject is arranged by 
trades, occupations and professions, and by causa- 
tive agents. 


The new 3rd edition contains three new chapters: 
Skin Hazards from Radiation in Atomic Industry, 
Medicine and Defense, by W. D. Norwood, M.D.; 
Occupational Marks, by F. Ronchese, M.D.; and 
Skin Hazards of Detergents and Surface Active 
Agents, by Anthony M. Schwartz, Ph.D. The re- 
vised and up to date text includes skin involvements 
associated with new chemical processes developed 
since publication of the second edition, and in more 
than 100 occupations. 


New 3rd Edition. 981 Pages. 189 Illustrations and 2 Plates in Color. $18.09. 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


The new Aloe Dry-Heat 
Sterilizer for syringes, 
needles, and small 
instruments destroys the 
most resistant of micro- 
organisms quickly and 
efficiently. Costs less 
than one-third of other 
Dry-Heat Sterilizers. In a 
few short months since its 
development, more than 
5,000 are in the hands of 
satisfied physicians. 
Sterilization is 
accomplished in 25 
to 35 minutes. Full 
technic accompanies 
unit. Reports from 
independent 
laboratories, 
demonstrating 
sterilizing results, 
available on request. 
Write today for 
complete details 
on unit and useful 
accessories. 

Dept. 116 


lowest cost | 
dry-heat 
sterilizer 

only $32.50 


a. s. aloe company 
1831 OLIVE ST. « ST. LOUIS 3, MO. 
14 fully stocked divisions coast to coast 


=O; 


OFFICIAL AUTOMOBILE EMBLEM 


Design, consisting of green cross and gold lettering on 
white background, is executed in best quality baked en- 
amel on a heavy bronze convex shield. Washable and 
weatherproof. 


Fitted with steel bracket for attachment to license plate 
holder. 


Recognized by many local and state police departments. 
Supplied only to members of the American Osteopathic 
Association. 


Price $1.50 Postpaid 


American Osteopathic Association 
212 E. Ohio Street Chicago 11, Illinois 


Journat A.O.A. 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


select the level of vitamin protection each infant needs — 


the Vi-Sol Vitamin Famil 


Dropper dosage 


Tri-Vi-Sol® Poly-Vi-Sol® | Deca-Vi-Sol’ 


6 10 


essential vitamins significant vitamins 
basic vitamins 


MEAD JOHNSON MEAD JOHNSON MEAD JOHNSON 


With the new improved taste of Poly-Vi-Sol and Deca-Vi-Sol, 
now all three have the “best-taste-yet.” In Deca-Vi-Sol special 
process assures stable B,2 in solution with C. 


Pleasant fruit-like flavor » hypoallergenic + stable 
¢ require no refrigeration 


} 


unbreakable plastic ‘safti-dropper’ 
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“Progress through Science, Mim Naturally” 


() YoUR VITAMINERALS DISTRIBUTOR, newly returned from the annual Vitaminerals 
International Convention, has just completed the thoroughgoing refresher course in 
clinical nutrition. He also has been supplied complete research and clinical data on the 
exciting new Vitaminerals’ products, as well as on the latest findings that have led to 
improvements in existing formulas. 

On his next visit, ask your Vitaminerals Distributor about the uses of these out- 


standing new formulas in this field of practice. 


GLENDALE 1 


VITAMINERALS INC. 


CALIFORNIA 


Journat A.O.A. 


@ 
52 


An evaporated milk formula costs 
half as much as a proprietary for- 
mula and it supplies additional ben- 
efits. The considerable savings, over 
the formula period, can be impor- 
tant to many young parents. 


The physician specifying an evapo- 
rated milk formula does so for its 
nutritional ac justability compared 
to the inflexible proprietary for- 
mula, not on a cost basis. Economy 
is purely a secondary benefit. 


Vor. 56, JuLy 1957 


Young parents appreciate the doc- 
tor’s counsel even more when they 
learn that the evaporated milk for- 
mula he prescribes as best for baby, 
brings worthwhile savings as well. 


arnation 


“FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 


e formulgAhat’s best for my Baby 
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a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.” But, to the one allergic 
Each Pulvule ‘Co-Pyronil’ to pollen, this craving is usually easier to endure than the 
provides: penalty of exposure to pollen. 
“Pyronil’ en Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
(Thenylpyramine, Lilly) pulvules daily afford maximal beneficial effects. 
‘Clopane ‘Co-Pyronil’ combines the complementary actions of a 


Hydrochloride’ -12.5mg. vanid-acting antihistaminic, a long-acting antihistaminic, 
(Cyclopentamine 
Hydrochloride, Lilly) and a sympathomimetic. 


ELI LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


758021 


Journa. A.O.A. 


Conventions and 


meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-First Annual Conven- 
tion, Hotels Adolphus, Baker, and 
Statler, Dallas, Tex., July 15-19. 
Program Chairman, Neil R. Kitch- 
en, 18820 Woodward Ave., Detroit. 


Academy of Applied Osteopathy, an- 
nual meeting, Hotel Baker, Dallas, 
Tex., July 19-20. Program Chairman, 
Margaret H. Raffa, 5009 Central 
Ave., Tampa 3, Fla. Secretary, Mar- 
garet W. Barnes, P.O. Box 1345, 
Carmel, Calif. 


American College of General Practi- 
tioners in Osteopathic Medicine and 
Surgery, midyear clinical conference, 
November 8-10, Sheraton-Cadillac 
Hotel, Detroit. Program Chairman, 
W. Clemens Andreen, 1475 Ford 
Ave., Wyandotte, Mich. Secretary, 
Alfred J. Schramm, 5880 San Vi- 
cente Blvd., Los Angeles. 


American College of Osteopathic In- 
ternists, annual meeting, Hotel del 
Coronado, Coronado, Calif., Septem- 
ber 26-28. Program Chairman, Del- 
mar Daniel, 400 N. Glenoaks Blvd., 
Burbank, Calif. Secretary, Glennard 
E. Lahrson, 460 Staten Ave., Oak- 
land 10, Calif. 


American College of Osteopathic Sur- 
geons, annual meéting, Sheraton-Jef- 
ferson Hotel, St. Louis, October 27- 
31. Program Chairman, Don E. Ran- 
ney, 793 N. Renaud, Grosse Pointe 
Woods 36, Mich., Executive Assist- 
ant, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 
27-31. Secretary, J. Paul Leonard, 
2673 W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Shera- 
ton-Jefferson Hotel, St. Louis, Octo- 
ber 27-31. Program Chairman, Law- 
rence Everett Giffen, 209 Monroe 
St., Jefferson City, Mo. Secretary, 
Crawford M. Esterline, Box 155, 
Kirksville. Mo. 


American Osteopathic College of Path- 
ologists, annual meeting, Hotel Baker, 
Dallas, Tex., July 15-16. Secretary, 
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Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials,| METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1 tablét 
all night 


1 tablet q. 12 h. to prevent angina pectoris 


tablet 
night 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


\Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956, 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg, 


Sustained 


hes. Leeming Gee \55 €. 44th St., New York 17, N.Y. 


Arthur L. Wickens, Mt. Clemens 
General Hospital, Macomb at North, 
Mt. Clemens, Mich. 


American Osteopathic College of Ra- 
diology, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 
27-31. Secretary, F. A. Turfler, Jr., 
South Bend Osteopathic Hospital, 
118 S. William St., South Bend 2, 
Ind. 


American Osteopathic Hospital As- 
sociation, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 
26-30. Program Chairman, Mr. Heber 
Grant, 466 E. Olive Ave., Burbank, 
Calif. Executive Secretary, Mr. R. P. 


Auxiliary to the American Osteo- 
pathic Association, annual meeting, 
Hotels Baker, Adolphus, and Stat- 
ler, Dallas, Tex., July 15-19. Pro- 
gram Chairman, Mrs. Charles C. 
Dieudonne, 1721 Griffin Ave., Los 
Angeles 31. Secretary, Mrs. Richard 
O. Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


British Osteopathic Association, an- 
nual meeting, London, October 11. 
Program Chairman, R. Murray Laing, 
5, Eaton House, 39-40, Upper Gros- 
venor St., W. 1, London. Secretary, 
Thurston True, Andrew Still House, 
24-25 Dorset Sq., London, N.W. 1. 


Chapman, 604 Kahl Bldg., 326 W. Colorado, Rocky Mountain Osteopathic 


Third St., Davenport, Iowa. 


Conference, Broadmoor Hotel, Colo- 
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new extensive studies’ show at least 
f 


advantages 


1.. helps achieve “early, clean and healthy healing”. 


2. serves to protect the wound from mechanical and 
chemical injury, and from bacterial contamination. 


3. helps check infection. 
@.,. “there is no need to sterilize” Desitin Ointment. 


5. vitamins A and D plus unsaturated fatty acids of cod 
liver oil ointment stimulate healthy granulation. 


SG. it is bland, soothing, non-irritating. 


tubes of 1 oz., 
2 o., 4 oz., and 
1 Ib. jars. 


‘@ «= healing time shortened, nursing care facilitated. 


samples and new reprint! upon request 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R, I. 


. 1. Grayzel, H. G., and Schapiro, S.: Western 9. Surg., Obstet. & Gynec., Oct. 1956. 


“over other accepted 
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local applications 


rado Springs, November 15-17. Sec- 
retary, C. Robert Starks, 1459 Og- 
den St., Denver. 


Florida, annual meeting, Hotel George 
Washington, Jacksonville, Septem- 
ber 30-October 2. Program Chair- 
man, Louis J. Larmoyeux, 124 E. 
Ashley St., Jacksonville 2. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 


Kentucky, annual meeting, Brown Ho- 
tel, Louisville, October 16-17. Pro- 
gram Chairman, Paul E. Dunbar, 
2505 Cherokee Highlands, Paducah. 
Secretary, Martha Garnett, 2829 


Brownsboro Road, Louisville 6. 
annual Buena 


Louisiana, meeting, 
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Vista Hotel, Biloxi, Miss., October 
24-26. Program Chairman, Melbert 
R. Higgins, Box 286, S.L.I., Lafay- 
ette. Secretary, V. L. Wharton, 406- 
407 Weber Bldg, Lake Charles. 


Massachusetts, annual meeting, Som- 
erset Hotel, Boston, January 18-19, 
1958. Secretary, Robert R. Brown, 
64 Trapelo Rd., Belmont 78. 


Michigan, annual meeting, Pantlind 
Hotel, Grand Rapids, September 30- 
October 2. Program Chairman, John 
E. Leech, 1149 Iroquois Dr., S.E., 
Grand Rapids 6. Secretary, P. Ralph 
Morehouse, 214 S. Superior St. Al- 
bion. 


Missouri, annual meeting, Muehlebach 


Hotel, Kansas City, September 11- 
13. Program Chairman, Howard E. 
Gross, 1102 E. Normal Ave., Kirks- 
ville. Secretary, Mr. Paul D. Adams, 
325 E. McCarty St. Jefferson City. 


New York, annual meeting, Hotel 
Statler, New York City, October 11- 
12. Program Chairman, William O. 
Kingsbury, 60 E. 42nd St., New 
York 17. Secretary, C. Fred Peck- 
ham, 27 W. Bridge St. Oswego. 


North Carolina, annual meeting, Bat- 
tery Park Hotel, Asheville, October 
24-26. Program Chairman, S. Dales 
Foster, 710 Public Service Bldg., 
Asheville. 


Oklahoma, annual meeting, Hotel 
Tulsa, Tulsa, November 5-7. Pro- 
gram Chairman, Ray H. Thompson, 
409 W. Canadian St., Vinita. Secre- 
tary, G. R. Thomas, 2029 N. Walker, 
Oklahoma City 18. 


Osteopathic College of Ophthalmol- 
ogy and Otorhinolaryngology, an- 
nual meeting, Statler-Hilton Hotel, 
Dallas, Texas, September 23-25. Ex- 
ecutive Secretary, Clifford E. Fos- 
ter, 1388 Gladys Ave., Lakewood 7, 
Ohio. 


Pennsylvania, annual meeting, Chal- 
fonte-Haddon Hall Hotels, Atlantic 
City, New Jersey, September 12-14. 
Program Chairman, Robert Fried- 
man, 1201 Walnut St. Allentown. 
Executive Secretary, Mr. George W. 
Thomas, 1941 Market St., Harris- 
burg. 


Rocky Mountain: See Colorado. 


Vermont, annual meeting, Woodstock 
Inn, Woodstock, September 24-26. 
Program Chairman, Thomas P. Dun- 
leavy, 162 N. Main St., Barre. Sec- 
retary, Howard L. Slocum, Battell 
Block, Middlebury. 


Virginia, refresher course, Charlottes- 
ville, October 12-13. Secretary, John 
A. Cifala, 2778 N. Washington Blvd., 
Arlington. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nevada, October 
7-9. Program Chairman, Marcus S. 
Gerlach, 2015 State St., Santa Bar- 
bara, California. Secretary, Earle F. 
Waters, 925 E. South Temple St., 
Salt Lake City 2, Utah. 


State and 


national boards 


ARIZONA 
Those interested in professional ex- 
aminations should contact Russell Pe- 


Journat A.O.A. 


. 
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terson, D.O., secretary, Osteopathic 
Board of Registration and Examina- 
tion in Medicine and Surgery, 2747 
East McDowell Road, Phoenix. 

Basic science examinations Septem- 
ber 17 at the University of Arizona, 
Tucson. Applications must be filed 2 
weeks prior to examinations. Address 
H. D. Rhodes, Ph.D., secretary, Basic 
Science Board, University of Arizona, 
Tucson. 


COLORADO 
Basic science examinations Septem- 
ber 4-5 at Y.M.C.A. Building, Denver. 
Applications must be filed by August 
21. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 
Ogden St., Denver 18. 


DISTRICT OF COLUMBIA 
Basic science examinations in Octo- 
ber. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations 
and Professions, 1740 Massachusetts 
Avenue, N.W., Washington 6. 


ILLINOIS 
Examinations October 7-10 in Chi- 
cago. Address Mr. Frederic B. Selcke, 
Superintendent of Registration, De- 
partment of Registration and Educa- 
tion, State House, Springfield. 


IOWA 
Basic science examinations October 
8 at the State House, Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secre- 
tary, Board of Basic Science Examin- 
ers, Coe College, Cedar Rapids. 


MARYLAND 
Examinations in October. Address 
Christopher L. Ginn, D.O., secretary, 
Board of Osteopathic Examiners, 419 

Charles St., Baltimore 1. 


MICHIGAN 
Basic science examinations in Octo- 
ber. Addres Mrs. Anne Baker, secre- 
tary-treasurer, Board of Examiners in 
the Basic Sciences, 116 Mason Bldg., 
Lansing. 


MINNESOTA 

Basic science examinations, October 
1-2. Applications must be filed by Sep- 
tember 10. Address Raymond N. Bie- 
ter, M.D., secretary-treasurer, Board 
of Examiners in the Basic Sciences, 
105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 


MONTANA 
Examinations September 3. Address 
Asa Willard, D.O., secretary, Foard of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEBRASKA 
Basic science examinations, October 
1-2. Address John S. Latta, Ph.D., 
secretary, Basic Science Board of Ex- 
aminers, University of Nebraska Col- 
lege of Medicine, Lincoln. 


56, Juty 1957 


FORMULA 


DOSAGE: Two. tablets four times. daily 


Additional information on request. 


roortisone 


errective steroip HORMONE 
THERAPY OF RHEUMATIC AFFECTIONS 
WITH GREATER SAFETY AND ECONOMY 


Clinical evidence 
indicates that, in 
Pabalate-HC, the 
synergistic antirheu- 
matoid effects of 
hydrocortisone, 


salicylate, para-aminobenzoate, and ascor- 
bic acid achieve satisfactory remission of 
symptoms in up to 85% of cases studied 


—with a much higher degree of safety 


—even when therapy is maintained for 
long periods 
—at significant economy for the patient 


Each tablet of Pabalate-HC contains 2.5 
mg. of hydrocortisone — 50% more potent 
than cortisone, yet not more toxic. 


A. H. ROBINS CO., INC. RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


NEVADA 
Basic science examinations October 
8. Address Donald G. Cooney, Ph.D., 
secretary, Board of Examiners in the 
Basic Sciences, Box 9005, University 
Station, Reno. 


NEW HAMPSHIRE 
Examinations September 11-12 at 
Concord. Address John S. Wheeler, 
M.D., secretary, Board of Registration 
in Medicine, State House, Concord. 


NEW JERSEY 
Examinations on October 15. Ad- 
dress Patrick H. Corrigan, M.D., act- 
ing secretary, Board of Medical Ex- 
aminers, 28 W. State St., Trenton. 


NEW MEXICO 
Basic science examinations July 21. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the 
Basic Sciences, P.O. Box 1522, Santa 
Fe. 


RHODE ISLAND 

Professional examinations October 
3-4. Address Mr. Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Bldg., Providence. 

Basic science examinations August 
28. Applications must be filed 21 days 
in advance. Address Mr. Casey. 


SOUTH DAKOTA 
Professional examinations July 16-17 
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SWIFT RELIEF 

OF PELVIC SYMPTOMS- 
FREQUENCY, URGENCY, 
DYSURIA, STRAINING, 
SENSATION OF 
INCOMPLETE EMPTYING; 
REFERRED PAIN 

TO ABDOMEN, PELVIS, 
LUMBOSACRAL 

REGION, AND 

UPPER THIGHS; 
SUPRAPUBIC PAIN 


These symptoms are frequently due 
to an unsuspected urethritis, which 
yields quickly to FURACIN Urethral 
Suppositories. Insertion of these 
suppositories provides gentle 
dilation; the anesthetic, diperodon, 
affords prompt and sustained relief 
of pain. The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal 
action without tissue toxicity. 
Indicated for bacterial urethritis, 
and for topical anesthesia and 
prophylaxis of infection before and 
after instrumentation. Each sup- 
pository contains FURACIN 0.2% 
and 2% diperodon * HCI in a water- 
dispersible base. Hermetically 
sealed, box of 12. 


FURACIN® URETHRAL 


BRAND OF NITROFURAZONE suppositories 


Also available: FURACIN VAGINAL SUPPOSITORIES 


at Rapid City. Examinations must be 
filed by July 1. Address Mr. John C. 
Foster, executive secretary, Board of 
Medical and Osteopathic Examiners, 
300 First National Bank Bldg., Sioux 
Falls. 


TENNESSEE 

Professional examinations August 8 
at the Hermitage Hotel, Nashville. 
Applications must be filed by July 15. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registra- 
tion for Osteopathic Physicians, 1226 
Highland, Jackson. 

Basic science examinations given 
every 3 months. Address O. W. Hy- 
man, M.D., secretary, Board of Basic 
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Science Examiners, 874 Union Avenue, 
Memphis 3. 


WASHINGTON 

Professional examinations July 15-17 
at the School of Medicine, University 
of Washington in Seattle. Applications 
must be filed by July 1. Address Mr. 
Edward C. Dohm, secretary, Profes- 
sional Division, Department of Licen- 
sure, Olympia. 


WISCONSIN 
Basic science examinations Friday, 
September 20, at the Hotel Loraine, 
Madison. Applications must be filed by 
September 12. Address Mr. W. H. 
Barber, secretary, Board of Exam- 


iners in the Basic Sciences, 


College, Ripon. 


Ripon 


ALBERTA 
Examinations in September at Ed- 
monton. Address G. B. Taylor, secre- 
tary, Medical Board, Office of the 
Registrar, University of Alberta, Ed- 
monton. 


Reregistration 
of osteopathic licenses 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. 
Address Miss Ruth V. Kirk, executive 
secretary, Board of Medical Registra- 
tion and Examination, 538 Knights of 
Pythias Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. 
M. Platter, M.D., secretary, State Med- 
ical Board, 21 W. Broad St., Columbus. 


During September — Nebraska, $2. 
Address Mr. Husted K. Watson, di- 
rector, Bureau of Examining Boards, 
Department of Health, Lincoln 9. 


October 31—Pennsylvania, $5. Ad- 
dress Mrs. Katherine M. Wollet, act- 
ing secretary, Bureau of Professional 
Licensing, Capitol Building, Harris- 
burg. 


Examination 


by National Board 


The National Board of Examiners 
for Osteopathic Physicians and Sur- 
geons conducts Parts I and II of its 
examination on the first Thursday and 
Friday of each May and December at 
the six approved colleges. Application 
blanks may be obtained from the sec- 
retary or the dean of the college, and 
the completed application blank, to- 
gether with a passport photograph and 
check for the parts to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the 
examination. 

Examinations in Part I consist of 
anatomy, including histology and em- 
bryology; physiology; physiological 
chemistry; general pathology; and 
bacteriology, including parasitology 
and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, 
surgical pathology, and surgical spe- 
cialties; neurology and _ psychiatry; 
public health, including hygiene, med- 
ical jurisprudence; osteopathic princi- 
ples, therapeutics, including pharma- 
cology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision 
of a chief examiner who is a member 


JournaL A.O.A. 
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of the Board and by a panel of asso- 
ciate examiners. Subjects covered in 
Part III are anatomy; physiology; 
pathology; osteopathic principles; ther- 
apeutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngol- 
ogy; obstetrics and gynecology; phys- 
ical and clinical diagnosis; public 
health and communicable diseases. 

These are oral examinations which 
the candidate may take after having 
satisfactorily completed the first 6 
months of a 1 year internship in a 
hospital approved by the American Os- 
teopathic Association for intern train- 
ing. Part III is given annually at the 
Philadelphia, Kirksville, and Los An- 
geles colleges. 

Eligibility requirements are as fol- 
lows: Part I, satisfactory completion 
of the first 2 years in an approved 
school of osteopathy; Part II, satisfac- 
tory completion of Part I and of the 
first two quarters or trimesters of the 
senior year in an approved osteopathic 
college; Part III, satisfactory comple- 
tion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. The 
internship requirement does not apply 
to candidates who took Part I prior 
to July, 1950. 

Applications must be filed with the 
secretary of the Board not less than 
30 days prior to the examination dates. 
Address Paul van B. Allen, D.O., sec- 
retary, 1512 N. Delaware Street, In- 
dianapolis 2. 


Specialty 


board examinations 


ANESTHESIOLOGY 
Examination October 26, 9:00 a.m., 
Sheraton-Jefferson Hotel, St. Louis. 
Address Crawford M. Esterline, D.O., 
secretary, American Osteopathic Board 
of Anesthesiology, P.O. Box 155, 
Kirksville, Mo. 


INTERNAL MEDICINE 

Written and oral examinations Sep- 
tember 22-23 at the Hotel del Coro- 
nado, Coronado, Calif. Applications 
must be filed before April 1. Address 
Glennard E. Lahrson, D.O., secretary- 
treasurer, American Osteopathic Board 
of Internal Medicine, 460 Staten Ave., 
Oakland 10, Calif. 


NEUROLOGY AND PSYCHIALRY 

Oral examinations in November, 
written tests in February, and clinical 
examinations in May or June. Applica- 
tions must be filed no later than Octo- 
ber 1. Address Thomas J. Meyers, 
D.O., secretary-treasurer, American 
Osteopathic Board of Neurology and 
Psychiatry, 234 East Colorado St. 
Pasadena 1, Calif. 


Vor. 56, Juty 1957 


-dom-A-C° ORAL TABS 


A new combination of vitamin A and C 
specifically formulated for efficient buc- 
‘cal absorption. Contains 50,000 USP 
units Vitamin A. 500 mg. Vitamin C. Bot- 
tles of ; 


Chemicals 


109 West 64th Street 


based upon therapeutic advantages of © 
a vitamin absorption through oral mucosa. 


Viem-dome™ soworr 


Modernized Vieminckx's Solution for top- 
ical therapy. Boxes of 12, 100 packets; 
bulk 4 oz. containers. 

—|n combination with systemic therapy 
of Vi-dom-A-C, constitutes the ideal 
course. of treatment for your patients. 


New York 23, N. Y. 


RADIOLOGY 
Examinations October 25-26 in St. 
Louis. Address W. D. Hendrickson, 
D.O., secretary, American Osteopathic 
Board of Radiology, 3429 East Doug- 

las Ave., Wichita 8, Kans. 


SURGERY 

Examinations October 26-27 in St. 
Louis. Applications for examination in 
specialty fields of surgery, gynecologi- 
cal surgery, neurosurgery, orthopedic 
surgery, peripheral vascular surgery, 
plastic surgery, urological surgery must 
be received prior to April 1. Address 
Mrs. E. F. Martin, corresponding sec- 
retary, American Osteopathic Board 
of Surgery, P.O. Box 474, Coral Gables, 
Fila. 


Fatal injuries 


in sports* 


The loss of life from accidental in- 
juries sustained in sports is greater 
than is generally realized. Among Met- 
ropolitan Life Insurance Company In- 
dustrial policyholders, aged 10-64 years, 
there were more than 800 deaths in 
sports during the three years 1953-55. 
Males comprised 92 percent of the vic- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, April 1957. 
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tims, reflecting the fact that many 
more males than females engage in 
sports, particularly the more hazard- 
ous ones, and that males are much 
more often willing to expose them- 
selves to danger. 

The variations in death toll arise for 
the most part from differences in the 
number of participants in the individ- 
ual sports and are not to be inter- 
preted as measuring the comparative 
hazards associated with the various 
activities. 

Water sports accounted for nearly 
half the deaths in this study. Of the 
380 drownings in such recreational ac- 
tivities, 249 were due to swimming, 85 
to wading or playing in the water, and 
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40 to diving. The remaining few fatal- 
ities resulted from sports which have 
become popular in recent years—div- 
ing with oxygen tanks and masks, and 
water skiing behind speed boats. De- 
tails available from the death claim 
records indicate that many of those 
who drowned were either poor swim- 
mers or nonswimmers, or expert swim- 
mers who attempted distances beyond 
their ability. Placing too much reliance 
on inflated tire tubes was a factor in 
several of the drownings. Nearly two 
thirds of all the water sports victims 
were in the age group 10-19 years. 
Pleasure boating was responsible for 
close to a fifth of the deaths in sports. 
Accidents of this type involved mainly 


motor-driven craft or rowboats, but 
canoeing, playing on rafts, and sailing 
also contributed to the total. Although 
weather conditions were a factor in 
some of the accidents, most of the 
boating mishaps were caused by occu- 
pants shifting positions, by overload- 
ing, and other dangerous practices. 

Fishing accounted for a_ slightly 
higher death toll than pleasure boat- 
ing; of the 153 victims, all but three 
were males. Virtually all the fatal fish- 
ing accidents were drownings, which 
occurred under a variety of circum- 
stances: while the victim was out on 
a boat, when he slipped into the water 
or inadvertently stepped from shallow 
to deeper areas, or when he fell into 
the water from banks, bridges, or other 
high places. All age groups suffered a 
goodly number of deaths, reflecting the 
popularity of fishing. 

As would be expected, the large ma- 
jority of the 90 lives lost in hunting 
accidents resulted from firearm in- 
juries. The most common causes of 
such injuries were walking into the 
line of fire, mistaking a hunter for 
game, and the faulty handling of 
weapons. An appreciable number of 
hunters were drowned, either while 
using boats or while wading alang 
river banks. 

Every sport has its hazards. There 
were eight fatalities in target shooting, 
all among boys. A like number of per- 
sons lost their lives because they 
skated on ice too thin to bear their 
weight. Such diverse sports as football, 
baseball, horsebackriding, and moun- 
tain climbing also claimed their toll 
of life. 


Factors 
in perinatal 


mortality* 


The problem of perinatal mortality, 
for many years formidable and chal- 
lenging, has been accentuated by the 
high level of births in the past decade. 
In 1954, there were about 137,400 peri- 
natal deaths reported in the United 
States. Of this total, 70,100 were fetal 
deaths of 20 or more weeks gestation 
and 67,300 were babies dying within 
one week of birth. Some progress has 
been made in reducing the perinatal 
mortality rate—it fell about one third 
between 1940 and 1954—but the im- 


*Reprinted from Statistical Bulletin, Metro- 
— Life Insurance Company, April 1957. 

he article, “Perinatal Mortality,” in the April 
1956 issue of the Statistical Bulletin outlined 
the general scope of the problem and some of 
the factors involved, based chiefly upon anal- 
ysis of vital statistics records. The present arti- 
cle deals with information on more specific fac- 
tors from recent clinical studies. 
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provement has lagged far behind that 
for maternal mortality, which decreased 
86 percent in the same period. 

Various factors contribute to the 
death toll in the perinatal period. One 
of the most important is lack of early 
and adequate prenatal care. Such care 
makes possible early detection of ad- 
verse conditions, which may in many 
cases be corrected, or where this is not 
possible, measures can be taken to 
protect the mother and child. Yet, a 
sizable proportion of women, particu- 
larly those who have already borne 
children, still fail to seek medical care 
early in pregnancy. A recent study in 
Ioway showed that nearly one quarter 
of the women having their first baby 
and nearly half of those having a 
fourth or subsequent child had _ re- 
ceived no prenata! care during the 
first three months of pregnancy. 

Plural births are subject to a consid- 
erably higher perinatal mortality than 
single births. The Iowa study showed 
that the fetal death rate for twins was 
2% times that for single births—even 
though such deaths among twins ap- 
pear to be greatly underreported; the 
neonatal death rate among twins was 
6 times that for single births. The high 
perinatal mortality for plural births 
reflects largely the high frequency of 
prematurity among them. 

Pathological conditions in the mother 
adversely affect the survivorship of the 
babies. A classical example is the high 
perinatal mortality among babies of 
diabetic mothers, which still persists to 
a large extent even with careful med- 
ical supervision during pregnancy and 
management of delivery, and with spe- 
cial measures for the newborn. For 
example, Joslin Clinic experience for 
1936-51 showed a perinatal mortality 
of 16 percent among babies of diabetic 
mothers. 

Similarly, puerperal toxemia is gen- 
erally associated with a high rate of 
perinatal loss, especially before birth. 
In a study covering the period 1931 
through 1945,¢ the total perinatal loss 
in the presence of toxemia was about 
one third; most of. these deaths were 
stillbirths or undelivered babies. Al- 
though the perinatal death toll asso- 
ciated with puerperal toxemia has 
since been reduced substantially, it is 
still relatively high. 

Infectious disease in the mother, 
even when the infection is mild, may 
play a role in perinatal mortality. This 
is indicated in a recent study in Eng- 
land§ of women admitted to a hospital 
for delivery. In a group of 99 mothers 
who showed no evidence of infection, 
all the babies were born alive and 
none died during the first week, where- 
as in a control group of 137 women 


+Donnelly, M. M., “The Influence of Multi- 
ple Births on Perinatal Loss,’ American Jour- 
nal of Obstetrics and Gynecology, Vol. 72, p. 
998, November 1956. 

tChesley, L. C., Somers, W. H., and Vann, 
F. H., “A Further Follow-up Study of Eclamp- 
sia,’”’ American Journal of Obstetrics and Gyne- 
cology, Vol. 56, p. 409, September 1948. 

§Smith, J. A. M., Jennison, R. F., and Lang- 
ley, F. A., “‘Perinatal Infection and Perinatal 
Death,” The Lancet, p. 903, November 3, 1956. 
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with evidence of infection, there were 15 
perinatal deaths. The prognosis for the 
infant was considerably poorer when 
the mother had a protracted fever. 


While modern surgical techniques 
have made Cesarean section quite safe 
for the mother, it is still attended with 
high risk to the infant, particularly in 
the face of complications of pregnancy, 
including prematurity. Nevertheless, ex- 
pert consensus is that fetal mortality 
in these cases and in Cesarean sec- 
tion generally can be reduced appre- 
ciably. This applies even to the very 
large group in which the indication 
for Cesarean section is the delivery of 
a previous baby by this method, al- 
though the fetal mortality in such 


cases is lower than in cases where the 
procedure is used because of other 
reasons. 

In the South, particularly among 
nonwhite women, the use of mid-wives 
is still fairly common, and in a residual 
number of cases the mother is unat- 
tended at delivery. The mortality oc- 
curring under these circumstances is 
obscured by the fact that the death 
may not be reported or that cases 
developing complications are often ad- 
mitted late to a hospital and the fa- 
talities are reported as hospital deaths. 

The high death toll among infants 
both before and soon after birth can 
be reduced through the wider applica- 
tion of present knowledge and the 
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development of new knowledge re- 
garding the factors affecting fetal and 
infant viability. It is of prime impor- 
tance that women be educated to seek 
prenatal care early and to remain 
under continuous medical supervision 
throughout pregnancy. In the course 
of prenatal instruction, women should 
be alerted to signs and symptoms that 
may indicate impending complications. 
It is primarily the responsibility of phy- 
sicians to see that prenatal instruction 
of mothers is adequate. It is also the 
responsibility of the medical profession 
to improve standards of obstetrical 
practice and, where deliveries by mid- 
wives are still frequent, to cooperate 
with health authorities in raising their 
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standards of practice. Better knowl- 
edge of the physiology of respiration 
and management of the premature on 
the part of those attending the birth 
can help to prevent many deaths from 
asphyxia of the newborn and from 
prematurity. Such measures will bring 
closer the goal of reducing perinatal 
mortality by about one third—the pro- 
portion considered preventable even 
with present knowledge. Inasmuch as 
understanding of many of the factors 
in perinatal mortality is still rudimen- 
tary, there is great need for research 
in this field. A key figure in this pro- 
gram is the pathologist with special 
training in the basic problems affecting 
fetal life. 


Therapeutic 
group work 
with handicapped 


children* 


Ralph L. Kolodny, M.S. 
Department of Neighborhood Clubs 
Boston Children’s 

Service Association 


Medicine, casework, and psychiatry 
have all made substantial contributions 
to the rehabilitation of physically hand- 
icapped children. They have not, how- 
ever, dealt directly with the special 
problems of social adantation that con- 
front the physically handicapped child. 
Already sensitive to his handicap, such 
a child finds that other children of his 
own age show limited tolerance, at 
best, for his inability to participate 
fully in play. 

Some handicapped children are able 
to surmount this difficulty and to win 
a place in the social life of their neigh- 
borhood. Even among them, however, 
what seems like a fairly good adiust- 
ment may sometimes actually repre- 
sent over-compensation, an unwilling- 
ness to accept realistic limitations. On 
the other hand, many handicapped 
children, having their feelings of in- 
adequacy reinforced by experiences of 
rejection by their contemporaries, tend 
to retreat from social contacts. Such 
children need special assistance to help 
them participate with security in the 
social activities of their peers. 

To meet these needs the Boston 
Children’s Service Association gradu- 
ally evolved the program now carried 
on by its department of neighborhood 
clubs. Referrals of physically handi- 
capped children for groupwork service 
come to the department from medical 
social workers, specialized agencies for 
the handicapped, and parents. Usually 
the department does not place these 
children in groups made up of others 
who are similarly handicapped, though 
in a few instances involving children 
needing special protection it forms 
groups of children with one type of 
handicap. Its normal procedure is to 
form a club around each handicapped 
child, the other members being drawn 
from physically normal children in the 
child’s neighborhood. This gives the 
handicapped child an opportunity to 
participate in a kind of group experi- 
ence that would ordinarily be inac- 
cessible to him. This approach to group 
composition derives from the theory 
that association with normal children, 
under trained, professional leadership 
can provide many handicapped chil- 
dren with a corrective emotional ex- 
perience. The goal is the integration 
of the handicapped child, insofar as his 


*Reprinted from Children, May-June 1957. 
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capacities allow, into the normal life 
of his peers. 

The policy of not including more 
than one handicapped child to a group 
should perhaps be further examined. It 
is based on the theory that having 
more than one such child in a group 
can introduce intense rivalries which 
other members may not be able to 
accept. 

Of the approximately 30 groups con- 
ducted by the department each year, 
about half come into being as a result 
of the referral of physically handi- 
capped children. The department has 
formed groups around preadolescents 
and adolescents of both sexes, with a 
wide variety of handicaps—orthopedic, 
cardiac, urinary, auditory and others. 
They have included homebound chil- 
dren as well as those who are able to 
get about. Primary responsibility for 
the formation and leadership of groups 
is carried by the department’s full-time 
staff of professional groupworkers, 
although some groups are led by sec- 
ond-year groupwork students or part- 
time paid leaders who are graduate 
students in related fields. 

Most groups begin by meeting in the 
handicapped child’s home. As soon as 
it is feasible, however, meeting-places 
are rotated so that the homes of other 
members are used as well. If a youth- 
serving agency exists in the neighbor- 
hood, meetings may be held there, 
occasionally at first and later regu- 
larly. The choice of meeting place and 
the process of movement to other 
meeting places depend upon a combi- 
nation of factors: medical restrictions 
on the handicapped child’s movement, 
his emotional readiness to leave his 
own home for meetings, the physical 
suitability of the home for meetings, 
the availability of neighborhood re- 
sources and the age of group members. 

Limits on activities used in the group 
are set by the referred child’s handi- 
cap. Within these limits the kinds of 
activities the leader suggests are de- 
termined by the interests and capabili- 
ties of the handicapped child and the 
other members. In a group formed 
around a hemophiliac confined to a 
wheelchair, for example, programs 
might include: informal dramatics, 
sedentary games of a type which allow 
the safe expression of aggression, crafts 
with blunt tools, and active games in- 
volving the use of the upper part of 
the body. The program developed is 
related primarily to the child’s needs 
as a person, rather than to his handi- 
cap per se. 


PREPARING THE CHILD 


The groupworkers focus their efforts, 
primarily, on the group process itself. 
We are interested in structuring pro- 
gram and guiding interaction in such 
a way that the handicapped child as 
well as the other members of the 
group will find an increasing amount 
of satisfaction and mutual acceptance 
as they meet, play and work together. 
We learned early in our experience, 
however, that the use which the chil- 
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dren make of the group and of their 
relations with one another depends 
largely upon how carefully the worker 
has prepared each member and his 
parents for the experience. The process 
and procedure of group formation, 
therefore, assume an importance which 
is no less vital than the actual process 
of working with the group after it is 
formed. If we do not first recognize 
and try to handle some of the anxieties 
of those most directly concerned with 
the group, including parents and fam- 
ily members as well as the handicapped 
child and other club members, we can 
vitiate our rehabilitative plans. 

Any strikingly new experience, what- 
ever the pleasures it seems to promise, 


can seem threatening to the individual. 
If a handicapped child is to be able to 
look forward to and enjoy a new ex- 
perience he must know what to expect. 
His fears and those of his parents 
must be allayed. 

Both the referring agency and the 
department take part in the process of 
preparing the child for a club. If the 
referring agency is a hospital social- 
service unit, the medical social worker 
may begin the process. She introduces 
the idea of a club to the child and to 
his mother, pointing out the opportu- 
nities a group offers for activities and 
asociation with others, and explaining, 
in general fashion, the group-formation 
procedures employed by the depart- 
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ment. If the child and his parent ex- 
press an interest in the club she gets 
in touch with our agency about them. 
The referring agency’s relationship 
with the handicapped child and _ his 
mother is of crucial importance through- 
out the referral period. If referral is 
carried out in perfunctory fashion, con- 
fusion and hostility are likely to result. 
Since formation of the group may take 
some time, and delay may be upsetting, 
the security provided by a continuing 
relationship with the referring worker 
can be of the utmost importance. 
After referral, one of the depart- 
ment’s group leaders, or his supervisor, 
makes a series of visits to the child’s 
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home. If possible, both parents and the 
child are seen at the first visit. 
During these early pregroup inter- 
views the groupworker begins the pro- 
cedure which he follows in all his en- 
suing relationships with the parents 
and the child—leaving the initiative in 
decision making up to them, whenever 
possible. While he stresses the help- 
fulness and enjoyment a club experi- 
ence can bring to the child he does not 
press for acceptance of the service. He 
presents it to the mother as a possible 
aid in her efforts with the child and as 
a process to which she can contribute 
some of her own skills and knowledge. 
The groupworker attempts to reduce 


the child’s anxiety over participating 
in a club by relating the experience to 
something with which he is already 
familiar. He encourages the child to 
talk about his interests and the activi- 
ties he has engaged in when in the 
hospital or at home alone, explaining 
to him how he can use these interests 
and experience in a group. 

Although the worker keeps his own 
questions to a minimum, he answers 
the mother’s and the child’s questions 
about the club as directly and as fully 
as possible. He does not belittle their 
expressed fears, some of which may 
have a realistic basis. A mother of a 
child whose condition is aggravated 
by respiratory infection may be anx- 
ious about the possibility of children 
coming into meetings with colds. In 
such an instance, the worker explains 
that adjustments in club procedures 
can be made so that the child’s health 
will not be endangered, such as an 
agreement that no one will attend a 
meeting when he has a cold. Many 
handicapped children ask the question: 
“Suppose nobody wants to join?” 
Aware of the feeling underlying such 
a question, the worker points out con- 
crete ways in which members have 
been brought into other similar clubs. 

The worker takes up certain other 
difficult subjects quite directly, with- 
out waiting to be asked. He makes it 
clear to the parent and child that the 
other club members may come from 
different backgrounds than they and 
that the department’s policy is to dis- 
regard ethnic, religious, and racial ori- 
gins in forming groups. This can have 
beneficial effects. The worker’s atti- 
tudes toward others who are “differ- 
ent” may help the handicapped child 
to sense the worker’s acceptance of his 
own “difference.” 


PARENTAL ANXIETIES 


Few parents of the handicapped chil- 
dren categorically reject the idea of a 
club. Most of them realize the help 
which guided group association can 
offer their youngsters. However, be- 
cause of the emotional pressures to 
which they have been subjected by 
their children’s illnesses, they display 
varying degrees of ambivalence when 
presented with the possibility of such 
group association. Even the mother 
who has herself initiated contact with 
the department shows some ambiva- 
lence through various forms of resist- 
ance. 

Some mothers openly resist the idea 
of sharing their child’s care with an 
outsider. Some who do not show re- 
sistance at first later attempt to con- 
trol the leader and to dominate the 
group. A few expect too much, asking 
to be relieved of their child’s care for 
long periods of time. 

Parents always hesitate at the 
thought of placing a severely handi- 
capped child in regular contact with 
other children. The mother may be 
afraid that the child’s membership in 
a club will mean that he will have to 
compete with other children, to his own 
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and perhaps to her embarrassment. 
Some mothers have attempted to cir- 
cumvent this problem by suggesting 
as club members other children who 
also suffer some handicaps. Some are 
afraid that the club membership will 
expose their handicapped children to 
“aggressive” children. On the other 
hand some parents of handicapped but 
ambulatory children, denying their 
child’s need for special help, put pres- 
sure on the child to join “regular” 
groups, such as the Boy Scouts. 

While there are some instances where 
resistance completely blocks the for- 
mation of a group, usually the initial 
resistance on the part of parents is not 
so profound as to make further work 
impossible. Ordinarily, their desire to 
have their child lead a less constricted 
life enables them to accent the service, 
despite their fears. They may continue 
to show anxiety through their behav- 
ior in relation to the group, but gen- 
erally, the groupworker is able to 
handle any difficulty by accepting their 
fears and hostilities and showing his 
interest in them as individuals. 

However, some parental fears may 
remain strong despite the worker's 
understanding attitude. While a mother 
may seem to accept the idea of the 
club by permitting its formation, she 
and her child may be so bound to each 
other emotionally that they fear the 
separation entailed by the meetings or 
become upset when they are asked to 
carry responsibility. As a result, the 
child’s attendance becomes sporadic. 
When this occurs the leader does not 
press either the parent or child but 
gives their anxiety a chance to subside. 
He also tries to offer some substitute 
gratification to the mother, such as 
increased attention, to make up for 
her partial loss of the child. 

While alert to parental resistances 
and anxieties, the worker is careful not 
to lose sight of parental strengths. He 
encourages the mothers, and, if possi- 
ble, the fathers to use their interests 
and skills in helping him to plan for 
and work with their child and _ his 
group, wherever this can be done nat- 
urally and in line with group needs. 


GROUP FORMATION 


The process of forming a group 
around a physically handicapped child 
may be carried out in several different 
ways. In every case, the worker first 
asks the referred child and his mother 
if they know of neighborhood children 
who might be interested in joining the 
club. This not only helps them to make 
a direct contribution to the alleviation 
of their own problems, but it may 
eventually bring together some chil- 
dren whom the child knows and with 
whom he wants to associate, so reduc- 
ing his anxiety. If either the mother 
or child have suggestions for members 
the worker asks them to describe what 
these children are like, helping them 
to evaluate them in relation to their 
suitability for the group. 

The general criteria he uses in at- 
tempting to weigh the suitability of a 
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suggested member are: 1) The mem- 
ber should be about the same age as 
the referred child; 2) he should be 
able to accept a limited and sometimes 
sedentary type of program; 3) he must 
be able to control his impulsiveness; 
4) he should not be deeply afraid that 
the handicapped child’s condition is 
contagious; 5) he should not have dis- 
played an excessively pitying attitude 
toward the handicapped child in previ- 
ous contacts; 6) he should not have 
been consistently in conflict with the 
handicapped child in the past; 7) there 
should be some likelihood of his being 
enthusiastic about the idea of a club 
as something he himself might enjoy. 


If any of the children described by 
the mother or child do not seem suit- 
able for membership according to these 
criteria, the worker helps the mother 
and child to understand why they 
should not be asked to join. 

The children’s age often raises prob- 
lems. Many ambulatory handicapped 
youngsters wish to include in the group 
children younger than themselves be- 
cause they feel more comfortable with 
them. Explaining the advantages of 
associating with children of his own 
age, the groupworker also points out 
that younger children might feel ill at 
ease in the group and assures the 
handicapped child that he can con- 
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tinue to associate with them for free 
play. On the other hand, the worker 
also points out that any youngster who 
joins the group must be able to toler- 
ate a restricted kind of program. This 
is a sine qua non of membership. A 
member who is easily frustrated by 
limitations in activity can disrupt the 
group and upset the handicapped child. 

If the children suggested seem to be 
likely candidates for club membership 
the mother is asked to get in touch 
with their parents about the proposed 
plans. If she does not wish to do so 
herself the groupworker undertakes 
this task. In any event, the worker 
eventually visits the homes of all of 
the prospective members. 
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In some cases neither the mother 
nor the child knows anyone to propose 
as members. The worker then sug- 
gests that the mother visit the neigh- 
borhood school in order to enlist the 
help of the principal and _ teachers. 
Some mothers respond to this idea 
negatively, and the worker looks for 
other means of securing members, vis- 
iting the school himself or other neigh- 
borhood institutions. When a mother 
is willing to make school contacts the 
worker prepares her for her interviews 
with the school’s staff. After someone 
at the school has talked with sug- 
gested children and advised their par- 
ents of the, department’s plan, the 
worker visits their homes. 


In visiting the homes of prospective 
members, the worker explains the 
kinds of program activities the pro- 
posed group can carry out and what 
these have to offer in the way of en- 
joyment, but also points out the limi- 
tations that will have to be imposed on 
the group. He stresses the potential 
value of the group to all members. He 
also attempts to answer the prospec- 
tive members’ questions, especially 
those relating to the handicapped child 
and the nature of his handicap, care- 
fully avoiding the creation of undue 
anxiety in so doing. 

During this first visit the worker 
attempts to determine the prospective 
member’s suitability for the group. Ex- 
cept when a suggested child is clearly 
unsuitable for membership he is al- 
lowed to join the group if he indicates 
a desire to do so. While this policy 
sometimes leads to difficulties, a rigid 
screening system for membership would 
be impossible to operate. The use of 
diagnostic testing in order to evaluate 
suitability for membership, for exam- 
ple, would give rise to many compli- 
cations. Even though parents were to 
permit such testing, which is unlikely, 
the procedure would lead to serious 
problems arising from the exclusion of 
some of the children tested. It might 
also inhibit the establishment of a warm 
“natural” climate in the group. More- 
over, the selection of members accord- 
ing to narrowly specific criteria is often 
made unfeasible by the limitations of 
the peer population in the neighbor- 
hood. 

A club formed around a physically 
handicapped child usually contains 
from five to eight members. The small- 
ness of the membership is dictated, in 
part, by the fact that meetings, in 
many cases, must be held in homes— 
in kitchens, basements, and bedrooms. 
It also derives in part from the fact 
that for some severely handicapped and 
isolated children, the experience of 
being exposed to relationships with 
more than a few new children can be 
overwhelming. The basic reason for 
keeping the clubs small, however, is 
to give the leader opportunity to work 
effectively with the members. 


THE SENSE OF ADEQUACY 


The agency has certain general ob- 
jectives as well as specific aims in its 
work with every club. A primary goal 
in working with a child whose role 
and status among his peers have. been 
radically altered by illness or accident 
is to help him to recover a sense of 
his own worth. The approach is to 
help the child develop social and play 
skills which will enable him to take on 
status-giving roles in interaction with 
his peers. This is not an easy process 
since it is always complicated by pre- 
viously existing emotional problems, 
either in the child or in members of 
his family. 

Many methods are available to the 
worker attempting to restore a child’s 
sense of adequacy. Individual workers 
use different adaptations of them at 
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different times. The process as a whole 
needs to be studied more intensively 
before all of the nuances of technique 
can be identified. Four general steps 
are, however, clearly necessary: 

1. Accepting the handicapped child’s 
dependency and behavior. 

2. Helping other members to react 
less resentfully to his dependency by 
giving them as much individual atten- 
tion as possible, 

3. Starting with activities which are 
well within his ability and for which 
he may have been especially prepared 
by the leader. 

4. Later, gently challenging his tend- 
ency to cling to the familiar, through 
exposing him to carefully planned ac- 
tivities which are not beyond him but 
which do call upon him to extend him- 
self. 


These techniques were an important 
part of the worker’s approach in the 
case of Sally, aged 14, a polio patient. 
In reality, they were not separate from 
other aspects of her approach to the 
girl or her stepmother or to the prob- 
lem of group composition, though they 
will be discussed separately here. 


Sally was paralyzed by polio when 
she was 13. When the group was 
formed a year later, her prognosis for 
walking was poor. She and an older 
sister were children of their father’s 
first marriage. Their young stepmother 
was strict with both girls but tried to 
rouse Sally from her inertia. 


In the hospital Sally had been diffi- 
cult to work with and showed little 
desire to get better. When she re- 
turned home the family was unable to 
accept her poor prognosis and seemed 
to deny the implications of her illness. 
Since her shoulders were too weak 
to support crutches, she got about 
very little, and remained in bed most 
of each day. 


A cousin and three other girls from 
the same street, all of them older and 
more sophisticated, visited her often at 
first. Upon referral from the hospital 
a groupworker from the agency ini- 
tially worked with this “fun” club, al- 
though she had misgivings as to its 
value for Sally. When three of the 
girls lost interest, the worker set about 
forming a club with girls who were 
closer to Sally’s level of maturity, from 
among those Sally had known in school 
prior to her illness. In this group the 
aspect of the groupworker’s efforts 
aimed directly at Sally’s feelings of 
inadequacy had to do with program 
activity. 

As Sally had been skillful at handi- 
crafts even before her illness the 
worker focused the group’s attention 
on this type of activity. Fortunately, 
the other members also had an inter- 
est in handicraft. At first the group- 
worker visited Sally frequently in or- 
der to give her individual training in 
one craft, copper enameling. As a con- 
sequence Sally became very dependent 
on the groupworker. This development 
was counterbalanced in the girl by a 
rise in her self-esteem as she became 
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able to impart her knowledge of cop- 
per enameling to the others. She 
seemed very pleased at meetings when 
members asked for her help. The group 
had to depend a good deal on the 
groupworker at this time, for copper 
enameling requires a baking kiln which 
the leader must tend. Sally seemed 
quite able to share the groupworker’s 
attention with others, perhaps because 
her skill in the craft enabled her to 
function more independently than they, 
thus bringing her a sense of status as 
well as satisfaction. 

Undoubtedly, the others felt some 
hostility toward Sally because of her 
superior ability in the enamel work. 
They did not openly express this, how- 


ever, perhaps because it was mitigated 
by their own interest in the work. 
Moreover, the leader was careful to in- 
troduce some other activities for which 
Sally had not had special preparation, 
thus making it unnecessary for other 
members to lag behind her in achieve- 
ment and challenging her to mobilize 
herself for something new. She re- 
sponded well to the challenge and re- 
ceived recognition from the other mem- 
bers in the process. All of these activ- 
ities made it necessary for Sally to get 
out of bed and to sit at the table with 
the others. 

While the groupworker allowed Sally 
to become dependent, she did not en- 
courage her to remain dependent by 
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expecting her to give something back 
in the way of affection or finished 
products. Rather, she gave her time 
and attention to Sally in a manner 
which stimulated the girl to act more 
independently in expanding her crea- 
tive abilities, not in isolation, but in the 
company of friends. 

Sally returned to the hospital for a 
prolonged period of observation and 
retraining after 6 months in the group. 
Nurses who knew her previously have 
commented on the change in her be- 
havior. Instead of being inert from 
despair, she has been active in helping 
the other two girls in her room. Her 
use of occupational therapy has im- 
proved and she seems to enjoy new 
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activities. She has developed a close 
relationship with a teen-age boy pa- 
tient and visits him frequently. Gen- 
erally, she seems now to be participat- 
ing in her own treatment. 

These changes could hardly be at- 
tributed solely to the club experience. 
The medical social workers at the hos- 
pital have undoubtedly had a great 
deal to do with it, as have some 
changes in Sally’s circumstances. She 
is less sick than she was before. Her 
stepmother seems to be more accept- 
ing of her handicap. Her medical prog- 
nosis is better, giving her a chance 
eventually to walk. But in addition to 
these factors; the groupworker’s ap- 
proach in the club experience played a 


part in bringing about the girl’s im- 
proved outlook and behavior. Through 
this Sally was helped to develop some 
of the social and play skills which en- 
able her to use the changes in her 
situation advantageously. 


OTHER MEMBERS’ NEEDS 


In every club formed by the agency 
the worker attends not only to the 
needs and interests of the handicapped 
child but also to those of the healthy 
members of the group. This is true not 
only in programing for a group but 
also in planning for its termination. 

One worker discovered during the 
second year of a group’s existence that 
the needs of the handicapped child 
were beginning to conflict with some 
of those of the other members. He was 
having to control program and rela- 
tionships rather tightly and to use ac- 
tivities focused primarily on the hand- 
icapped child’s needs. Therefore, for 
the sake of all the members he planned 
for the transfer of the club to a regu- 
lar groupwork agency. 

The club centered around Pete, an 
extremely bright, 10-year-old boy suf- 
fering from muscular dystrophy. A 
previous group formed around him had 
not worked out well because of lack 
of interest on the part of its members. 
The new group, formed at the termin- 
ation of the first, seemed to bring 
pleasure to all its members during its 
first year. 

In the second year, however, cer- 
tain problems arose. The members 
were physically far more active than 
they had been earlier. Also, they had 
become surfeited with the kind of ac- 
tivities they had previously engaged 
in and even Pete was bored. There 
was a marked increase in physical 
horseplay—dangerous for Pete. At 
one meeting one of the boys started 
to wrestle with him. It was obvious to 
the worker that if such incidents were 
to continue, the experience would re- 
inforce the boy’s feelings of inade- 
quacy. Moreover, one of the boys had 
indicated his impatience by suggesting, 
at three different meetings, programs 
which were utterly beyond Pete’s 
capabilities. 

Eventually the worker decided to 
alter procedures in order to enable 
Pete to have a satisfying experience 
and to permit the total group to con- 
tinue to function as a club. While he 
had been allowing the group to deter- 
mine its own program insofar as pos- 
sible, he now attempted to develop 
programs primarily on the basis of 
Pete’s leisure-time interests. For the 
next 6 months the worker conceived 
the ideas for the majority of programs, 
allowing the group members to have 
a say only in minor ways. Fortunately, 
they enjoyed the activities the leader 
devised and Pete was able to partici- 
pate completely in the social interplay. 
Among these activities were discus- 
sions on adventures in science, simple 
experiments, and the construction of 
telegraph and radio equipment. 

While recognizing the benefits of 
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this approach for Pete, the worker 
noted that some of the needs of other 
members were being slighted. Al- 
though the boys attended the meetings 
regularly with apparent satisfaction, 
some of them were not being helped 
in a way in which they might have 
been in a less controlled group. For 
example, two of the boys had many 
problems around authority with which 
the worker, in the position of a con- 
trolling figure, was unable to help 
them as much as he might have other- 
wise. 

At the end of the group’s second 
year, the worker came to the conclu- 
sion that the normal boys had gained 
as much as they could from the pro- 
tective group experience the depart- 
ment offered, and that Pete was also 
ready for experience with a regular 
groupwork agency. The boy had been 
anxious to go away to camp for the 
summer, had not used withdrawal as 
a defense in his second years’ experi- 
ence with the group, and had exhibited 
a strong drive for new experiences. 

The worker, therefore, made plans 
to transfer the club to a nearby neigh- 
borhood house where another profes- 
sional worker was assigned as group 
leader. Even in this new setting the 
members still have to control them- 
selves in the original group because of 
Pete’s condition. However, their affili- 
ation with the house gives them an op- 
portunity, while continuing in the club, 
to join other groups in which they 


may be under less restraint and in- 


which their need for self-expression 
can be more directly met. 

Sooner or later groups must break 
up. The leader attempts to make this 
separation by talking with he handi- 
capped child and the rest of the club, 
at least several months in advance, 
about termination of his work with 
them and by dealing with the feelings 
which arise; by attempting to transfer 
members, as individuals, or as a group, 
to a neighborhood center; and by fol- 
lowup contacts with the handicapped 
child after termination. 


IMPLICATIONS OF THE EXPERIENCE 


Definitive information on methods of 
rehabilitating physically handicapped 
children is badly needed. The material 
just presented clarifies some of the 
factors that must be taken into account 
in making a groupwork contribution 
to the rehabilitative process. However, 
the knowledge it imparts is necessarily 
partial and, in some respects, subject 
to revision on the basis of further ex- 
perience. The groupworkers in our de- 
partment of neighborhood clubs have 
learned a great deal in their practice, 
but many of their findings must be 
stated tentatively. 

We can, however, make a few defi- 
nite statements on the basis of this 
work, all of which point up the im- 
portance of planning individually for 
each child. We have found that: 

A group experience with normal chil- 
dren is desirable for many handicapped 
children. Not all such group experi- 
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ences, however, are helpful to them. 
One does not necessarily reduce the 
problems that a handicapped child has 
in relating to his normal peers by sim- 
ply exposing him to peer relationships 
in a group under the guidance of an 
interested adult. While one child can 
be helped by such a procedure, another 
may be placed under too much stress. 

If groupworkers focusing on reha- 
bilitation wish to increase the likeli- 
hood of a handicapped child’s being 
helped by a group experience with 
normal children, they must carefully 
plan the child’s introduction or rein- 
troduction into the social life of his 
associates. Wherever possible, they 
must try to bring the handicapped 


child into the kind of a club in which 
the structure and activities of the 
group are related to his emotional and 
physical needs. They must provide 
him with a leader who is trained to 
understand the feelings of handicapped 
children and their parents in regard to 
social relationships and who has some 
awareness of the possible effects 
of relationships with handicapped 
children upon the feelings of their 
healthy peers. 

These principles, while presenting 
great difficulties for any large-scale 
program, point the direction for help- 
ing handicapped children to find phys- 
ical and emotional security in group 
experience with their normal peers. 
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Why children are 
hospitalized* 


The incidence and duration of hos- 
pitalization among the dependent chil- 
dren of Metropolitan Life Insurance 
Company office and field personnel in- 
sured under the Company’s Group in- 
surance program was described in the 
February issue of the Statistical Bul- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, April 1957. 
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letin.t The present article deals with 
the types of surgery performed on 
these children and the nonsurgical 
causes for which they were hospital- 
ized. The data relate to claims involv- 
ing at least one night of hospital stay 
on which first payment was made dur- 
ing 1954 or 1955. 

For all surgical causes combined, 
the annual rate of hospital admission 
for males was 46 per 1,000 and for fe- 


*“Hospitalization of Young People,” page 7. 
According to a recent survey among the mar- 
ried male personnel of the Company, 71 percent 
had dependent children under age 1° (the age 
group selected for this survey), and the aver- 
age — of such children per married male 
was 1.5. 


males about 39 per 1,000 at ages un- 
der 20 years. Males recorded the 
higher admission rates throughout 
childhood, but the excess decreased 
from 55 percent at ages 0-4 to only 16 
percent at ages 10-14; the disparity 
was little at ages 15-19. In each sex, 
the hospitalization rate for surgery 
was at a peak in the age group 5-9. 

Tonsillectomies and adenoidectomies 
accounted for nearly half of the oper- 
ations performed on the hospitalized 
children under age 20; the proportion 
exceeded two thirds under age 10. The 
annual admission rate for such oper- 
ations among males, for example, rose 
sharply from about 17 per 1,000 under 
age 5 to nearly 48 per 1,000 at ages 
5-9, then decreased rapidly during the 
next decade of life. At ages 10-19, ap- 
pendectomies were the leading type of 
surgery among males; among females 
this was so only at 15-19 years, tonsil- 
lectomies and adenoidectomies still 
outranking all other types of surgery 
at ages 10-14. Other relatively common 
causes of surgical intervention among 
the children in this study included frac- 
tures, diseases of the eye and ear, and 
hernias. Accidental injuries were re- 
sponsible for a large proportion of the 
surgical cases. All fractures, a large 
proportion of the infections and trau- 
mata, and some cases in the residual 
group were of accidental origin. 

For nonsurgical conditions as a 
group the hospital admission rate was 
only about half that for surgical con- 
ditions; the rate under age 20 was 23 
per 1,000 for males and 20 per 1,000 
for females. Preschool children had 
the highest hospitalization rate for 
nonsurgical causes, in part because of 
the frequency of respiratory disease 
cases. Among both boys and girls at 
ages under 5, the diseases of the res- 
piratory system accounted for about 
one third of the cases hospitalized for 
nonsurgical causes. Although the ad- 
mission rate for these diseases was ap- 
preciably lower beyond the preschool 
ages, they outranked all the other 
causes at every age group among fe- 
males, and among males at ages 10- 
19 were second only to accidental in- 
juries. The other relatively frequent 
causes of hospitalization were diseases 
of the digestive system, congenital 
malformations, and infectious diseases 
other than respiratory. 

The average duration of hospitaliza- 
tion for children admitted because of 
nonsurgical conditions—8.7 days per 
case for males and 9.1 days for females 
—was more than twice that for sur- 
gical conditions. Children hospitalized 
for congenital malformations stayed 
an average of about 18 days; for dis- 
eases of the respiratory system, the 
average was 6 days, and for accidental 
injuries about 4 days. The average 
hospital stay was less than 1% days 
for tonsillectomies and adenoidecto- 
mies, the most common type of sur- 
gery among children under 20. For 
appendectomies, the second most fre- 
quent cause of surgery, the average 
was nearly 7 days. 
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Public health 
and the 


social sciences* 
Henry Van Zile Hyde, M.D.+ 


Public health physicians and their pro- 
fessional colleagues have an implied re- 
sponsibility for assisting peoples of the 
world to improve the shape of their af- 
fairs. Let us consider what the world 
role of public health may be and how 
the social sciences may be of use in play- 
ing it. 

The social sciences occupy a strange 
place in the world of learning. They are 
not quiet accepted in the parlor, but it is 
being increasingly recognized that they 
are cooking something promising in the 
kitchen. James B. Conant, struggling 
in his Terry lectures with the question of 
the place of the social sciences on today’s 
scene, concludes that perhaps the social 
scientist should be considered a social 
philosopher and points out what a sterling 
word “philosopher” really is. Alfred 
North Whitehead, considering the place 
of science in the modern world, finds a 
tendency for the natural sciences to fall 
into grooves and to miss the necessary 
comprehension of man’s life among men. 
Despite the great accomplishments of the 
natural sciences, we have, he says, no 
expansion of wisdom, when we are in 
greater need of it than ever before. 

Do the social sciences, as a philosophy 
in the original Greek sense, perhaps fit 
into the niche that is vacant? Do they, 
in dealing with the problems of man’s 
relation to man, somehow provide, or at 
least promise, a bridge between the cold- 
ness of the test tube and the warmth of 
human feelings ? 

The social sciences consist only of at- 
tempts to apply known techniques of ob- 
servation, experimentation, and logic to 
man’s total behavior as a rational and 
emotional animal, and to the groups 
through which he acts and relates him- 
self to others. They are attempts to look 
at human feelings through the test tube. 

Again, as in the case of the natural 
sciences, grooves form: psychology, so- 
cial psychology, sociology, economics, 
anthropology, and so on. Knowledge to- 
day is so vast that it must be organized. 
It is necessary to make certain that such 
organization does not create intellectual 
iron curtains. Rather, it must create 
bridges between areas of thought and 
knowledge. 

Science proceeds by the formulation 
and testing of concepts, amending, en- 
larging, and replacing them as fact and 
experience, seen through the glass of 
wisdom, may dictate. The social sciences 


ent from Public Health Reports, May 


57. 
+Dr. Hyde is chief of the Division of Inter- 
national Health, Public Health Service. 
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may, because of the material with which 
they deal, be expected to develop broad- 
ening concepts dealing with man’s rela- 
tions with man, concepts which when 
institutionalized may lead to a richer life. 
The United Nations did not arise full- 
formed, Venus-like from the sea, but is 
the institutionalization of concepts that 
have developed and progressed through 
the centuries. Thucydides, in fact, set the 
philosophical and political stage for the 
United Nations when he said that dis- 
cussion does not block action but is the 
only precursor to action that wisdom can 
allow. 

On the basis of what we have seen of 
the social sciences to date, should we be 


frustrated and throw up our hands in 
despair? Raymond Fosdick, in his 
thoughtful treatment of the social sci- 
ences in the Story of the Rockefeller 
Foundation, says that “unless we find 
successful solutions to some of the in- 
tricately complex and fast-growing prob-’ 
lems of human relationship, we run the 
risk of having a world in which public 
health and medicine are of little signifi- 
cance.” He further cautions against im- 
patience in this difficult task, saying, 
“The impatient analogy between the spec- 
tacular progress of public health and 
medicine and what could conceivably be 
accomplished by the social sciences is 
basically unsound. Human emotions and 
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prejudices, unlike human diseases, do not 
yield easily to rational solutions. We can 
look forward to no mechanistic answers 
which will automatically solve the prob- 
lems of human adjustment. The assump- 
tion has to be made that there is time 
for intelligence to take hold, and students 
of society have to presuppose the oppor- 
tunity for long-maturing work.” The 
Rockefeller Foundation and more lately 
the Ford Foundation are betting hun- 
dreds of millions of dollars on this as- 
sumption. 


THE RELATION TO PUBLIC HEALTH 


How does this relate to public health? 
to members of the profession? 
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Public health is in a unique position in 
relation to man and his communities. It 
is also an activist cult, the self-imposed 
business of which is to change man’s be- 
havior. Because of its opportunity and 
its activities, public health has an obliga- 
tion to study, within its own field of vi- 
sion, the processes that affect man’s 
behavior. We are the high priests of an 
activist cult. We must accept the respon- 
sibilities of priesthood, unless we are to 
become practitioners of a stultified priest- 
craft such as served their own purposes 
under the protecting wings of Amen- 
Ra in far-off times. We must learn 
not only how, but whether and when 
to activate. 


The social sciences offer the best avail- 
able avenue for the exploration of the 
city of fact and relationship in which 
each of us lives—to obtain a better com- 
prehension of the community of man and 
how best to modify it in the interests of 
man. 

The trouble of our times, great in 
scope and profound, is based on man's 
failure in governing his relationship to 
himself. The connection with public 
health may appear at first glance to be 
loose and remote. Such is not the case: 
Health today is not on the periphery of 
history but at or very near its center. In 
the most populous areas of the world 
where the masses are sick, it is one of 
the major factors affecting man’s rela- 
tionship to himself and to his environ- 
ment. 

One phase of the role of public health 
in the world today is its modification of 
man’s relationship to himself and to his 
environment. This modification initiates 
chain reactions in the social and economic 
spheres, the end of which is not always, 
if ever, in sight. Public health has, for 
instance, launched a vast malaria eradica- 
tion program, with a view to eliminating 
the 300 million cases of malaria that once 
occurred each year. A number of coun- 
tries, including our own, have already 
attained the objective of eradication, and 
the world goal is not an impossible one. 
Can we foresee the ultimate effects on 
mankind of such a change? We know it 
will have effects on man’s ability to pro- 
duce. It will provide increased labor in 
the fields during planting and harvesting 
time; it will open up new lands; it will 
make man more alert and educable. Yes, 
and it will increase the population where 
populations are already dense. These 
changes will in turn have their own 
effects, and these can be foreseen but 
dimly. 

The world can never again be what it 
once was. Asia, particularly the areas 
in the tropics and semitropics and the 
Middle East, and Latin America are not 
the same as they were even a short time 
ago. Their relationships with other more 
advanced parts of the world in northern 
Europe and North America are changing, 
and will change, deeply and fundamen- 
tally. Health has a causal relationship to 
this great historical change. This we 
cannot avoid, but we can try to under- 
stand it and to lead it in a direction that 
is right by our moral view. 

The second phase of the role of public 
health stems from its peculiarly close 
association with man and the community. 
Here is the opportunity for public health 
to add to the understanding of the hu- 
man processes that make history. His- 
toric events are due to the working in the 
macrocosm, the world, of forces that are 
also at work in the microcosm of our 
own communities. These forces can be 
isolated, analyzed, and understood with 
more precision in the microcosm. On 
the larger stage they are often lost in the 
very vastness of the scene. 


UNDERSTANDING THE INDIVIDUAL 


What are these forces that we need to 
understand? One is the behavior of in- 
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dividuals in settings of various com- 
plexities. What are the forces that in- 
fluence the individual? This may not 
seem relevant when we are considering 
the world stage, but it is. The world is 
run by human beings, each an individual 
shaped by a multitude of antecedent 
forces. Often the individual is lost in 
the vastness of the action that he has 
taken or influenced, but all world actions 
are the result of the component forces at 
work on the world stage, and those 
forces are transmitted through individ- 
uals and modified by transmission. Per- 
sonal pique and animosity, emotional re- 
actions, individual blind spots play their 
role internationally as they do at home, 
affecting the course of history. 

At Versailles, after World War I, Ma- 
saryk, the father of Czechoslovakia, was 
one of the great leaders. He was known 
for his wisdom, his ideals, and thus was 
able to give leadership and direction to 
the shaping of the new Europe. Only 
on one point did he become irrational 
and obstructive. He insisted upon the 
inclusion within Czechoslovakia of a 
small nipple of land that projected be- 
yond the proposed borders of Czechoslo- 
vakia into what was logically a part of 
Poland. Why did he do this? Because 
his birthplace, his hometown, lay within 
that area. Thus it is men who make the 
events of history and men that need to be 
understood. Public health deals with men 
and has a chance, perhaps, to understand 
men and thus to enable them to under- 
stand themselves. 


The problems of the community tend 
to stand out in progressively bolder re- 
lief the farther we move from our own 
culture, setting aside, as we do, the 
blinders of our own experience and our 
own emotional involvements. For this 
reason and because of my particular in- 
ternational orientation, I take an example 
from abroad, in the expectation that we 
may see analogies in our own communi- 
ties, to indicate the complex skein of 
forces that interweave within a commu- 
nity. 

Sindbis is a crowded, squalid Egyptian 
village. The streets are narrow, muddy, 
and laden with refusé. The Rockefeller 
Foundation addressed itself to the prob- 
lem of improving health in this village 
and worked there for 3 years. It was 
easily demonstrated that infant mortality 
and therefore general mortality could be 
sharply reduced by the application of in- 
secticides to control the flies. This, 
though, was a temporary measure, the 
flies becoming rapidly resistant to the 
insecticides. The demonstration pointed 
to the absolute necessity of improving 
sanitation if anything significant were to 
be accomplished. 

An Egyptian home is a mud-walled 
compound off of which open 2 or 3 small, 
unventilated rooms; a rickety stairway 
goes up to similar small rooms above. In 
crowded villages such as Sindbis, the 
compound is often roofed-over by the 
upper rooms. In the compound, which 
measures perhaps 10 by 10 feet, there 
dwell, in addition to the family, a ga- 
moose (a water buffalo), a sheep or two, 
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and several chickens. These are occupy- 
ing what to you and me is the living 
room. In the corner is a pile of dung 
cakes. The floor is carpeted by the ac- 
cumulated dung of decades. Meals are 
cooked over an open fire in a corner of 
the compound. It would appear that 
health education in its simplest forms 
might readily solve such obvious prob- 


lems. But let’s look at some of the fac- 


tors concerned. 


Sindbis is built upon some of the most | 


precious land in the world. In Egypt, 
on 13,000 square miles of arable land, 
23,000,000 people, 1,800 people per arable 
square mile, are attempting to eke out an 
existence. It is not possible for Sindbis 


to expand laterally over such precious 
land, nor, since the only available build- 
ing material is mud or sun-dried brick, 
can it extend vertically. A second story 
is risky; a third story, impossible. On 
May 12 and 13, 1945, rain in parts of the 
Delta, the only rain I ever saw in Egypt, 
washed away such villages as this. 

If we cannot provide better housing 
within the locally available resources, 
then we can at least clean out the dung. 
But this approach also presents prob- 
lems. The dung is one of the family’s 
most important assets, both for fertilizer 
and for fuel. It cannot be risked outside 
but must be kept under guard. 

Then let us move the animals out. 
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Did you ever sugyest to your own fam- 
ily the possibility of getting rid of your 
own dog? The eyes of a gamoose, I can 
testify, are infinitely more soulful than 
even those of a basset hound. There is a 
deep emotional, as well as economic at- 
tachment to the gamoose. He is part of 
home and he has been so through the 
ages. Herodotus in 500 B. C. wrote, “All 
other men pass their lives separate from 
animals; Egyptians have animals always 
living with them.” 

Thus, in attempting to activate the peo- 
ple of Sindbis, we immediately run into 
economic considerations of the greatest 
moment, long-established ‘habits and cul- 
tural patterns, and sociological problems. 


UNIVERSALITY OF THE BASIC FORCES 

The same basic forces operate in every 
community. We would not have a ga- 
moose in our homes, but we do have 
dogs. Dogs are carriers of rabies, hydati- 
dosis, and flukes whereas, as far as I 
know, the gamoose is quite an innocent 
beast. Despite this, we cannot view a 
dog with the same objectivity with which 
we view a gamoose. 

Herodotus helps us establish the fact 
that this blindness is not a new thing. 
He tells us: “Thus it appears certain to 
me, by a great variety of proofs, that 
Cambyses was raving mad; he would not 
else have set himself to make a mock of 
holy rites and long-established usages. 
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For if one were to offer men to choose 
out of all the customs in the world 
such as seemed to them the best, they 
would examine the whole number, and 
end by preferring their own; so con- 
vinced are they that their own usages far 
surpass those of all others. Unless, there- 
fore, a man was mad, it is not likely 
that he would make sport of such mat- 
ters. That people have this feeling about 
their laws may be seen by very many 
proofs: among others, by the following. 
Darius, after he had got the kingdom, 
called into his presence certain Greeks 
who were at hand, and asked what he 
should pay them to eat the bodies of 
their fathers when they died. To which 
they answered that there was no sum 
that would tempt them to do such a 
thing. He then sent for certain Indians, 
of the race called Callatians, men who eat 
their fathers, and asked them, while the 
Greeks stood by, and knew by the help 
of an interpreter all that was said, what 
he should give them to burn the bodies 
of their fathers at their decease. The In- 
dians exclaimed aloud, and bade him for- 
bear such language.” 

We can easily overlook in our own 
environs what might be obvious aber- 
rations when viewed dispassionately by 
an outsider, unless we apply the critical 
tools of science to our own behavior and 
that of our own communities. The an- 
swers to the problems of Sindbis are yet 
to be found, but we have in our own 
community the laboratory in which the 
basic principles involved may be better 
understood. 

What are some of these matters as we 
face them in our own communities ? 

The cult of success drives us Ameri- 
cans inexorably towards the vice-presi- 
dency of the firm. En route we deposit 
in our arteries great hunks of cholesterol, 
consumed at feasts paid for by a grateful 
firm. Or we build up a great head of 
pressure striving to be foreman of the 
gang, principal of the school, or State 
health officer, ignoring what we know, or 
think we know, of the dangers to our 
gastric mucosa. This is cultural pressure, 
our own culture. Can we modify the 
culture or adjust man to it? Do we 
preach laziness and apathy? Do we give 
tranquilizing drugs? Or is there some 
other way? Daily we drive headlong to 
our own destruction on the highways. 
You know this grim story, but who of 
us has never bragged of the speed he 
made on some trip? Our culture com- 
mends us, if only we keep out of jail. 
Coronary disease is not all chemistry, and 
highway safety is not all engineering. 
They involve man and his behavior in a 
cultural setting. 

The problems of convincing communi- 
ties to fluoridate water, or parents to 
bring certain of their children for a wide- 
ly touted vaccine, or a woman to palpate 
her breasts when horror struck that she 
might feel a fatal lump are examples of 
problems here at home that have in them, 
somewhere, answers to fundamental prob- 
lems of men’s relations and motivations. 

I have been deeply impressed through 
the years with the sameness of motiva-' 
tions and responses among people of 
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widely differing cultures. The differences 
to a large extent are superficial. Being 
exotic, they tend to impress us over- 
much. Members of this college deal al- 
most daily with colleagues from other 
lands. I trust you find a deep sameness 
in them. If this be the case, it is possible 
to understand the points of difference and 
to prepare to meet and reconcile them. 

Profound problems arise, problems we 
can only suggest in this presentation. For 
example, is action always to be preferred 
over apathy? F. S. C. Northrop of Yale, 
Edmund Taylor in his Richer by Asia, 
and many others have considered how we 
might attain some profitable fusion of the 
philosophies of the East with those more 
characteristic of the West, a reverse 
point 4 in philosophy perhaps. They sug- 
gest that a more intensive search for 
karma or nirvana might modify the in- 
tensity of the search for space and 
substance, for land and dollars. Such 
questions have their social and economic 
implications which are subject to analy- 
sis and indeed measurements in economics, 
which is perhaps the most adult of the 
social sciences. 

If we accept a wholly activist philoso- 
phy, then action must be purposeful and 
the purpose, as well as the results of at- 
tainment of the purpose, must he ex- 
amined. Purposes often seem self-evi- 
dent. We accept the urgent need for rapid 
economic development as a truism. But 
Munoz-Marin, the Governor of Puerto 
Rico, who has given such magnificent 
leadership to Operation Bootstrap which 
has raised Puerto Rico from a slum to a 
guiding star of progress, has recently 
offered a tantalizing suggestion. He has 
proposed an Operation Serenity, through 
which society “would use its economic 
power increasingly for the extension of 
freedom, of knowledge, and of the under- 
standing imagination rather than for a 
rapid multiplication of wants.” When 
asked how he would acomplish Opera- 
tion Serenity he said, “I have let a bird 
into the air.” 


AVENUE OF THE SOCIAL SCIENCES 


Public health must consider how best 
to address itself to these matters. As al- 
ready suggested, the social sciences pro- 
vide the main avenue of the present for 
applying to these great social problems 
the techniques and concepts which have 
carried us so far in the natural sciences, 
in the hope, of course, that new and spe- 
cial techniques and concepts of a funda- 
mental character will emerge, in the hope 
that the social sciences will have their 
Galileo, their Newton, their Darwin—or 
will it be a Michaelangelo or a Milton? 

The field is being plowed. A number 
of schools of public health have social 
scientists on their staffs. 

The Health Information Foundation in 
the 1955 edition of its Inventory of So- 
cial and Economic Research in Health 
listed 398 active research projects. 

The Social Science Research Council 
has established the Committee on Preven- 
tive Medicine and Social Science Re- 
search, which is attempting, slowly but 
with steady progress, to identify and 
direct attention to areas requiring fun- 
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damental research. Shortly, it plans to 
begin the publication of documents emerg- 
ing from its discussions with specialists 
in a number of fields. 

A separate but closely related develop- 
ment of first importance is the creation 
of the Joint Committee on Public Health 
and the Behavioral Sciences by the 
American Public Health, Anthropologi- 
cal, and Psychological Associations and 
the American Sociological Society. This 
committee is attempting to lower the 
barriers existing between the public 
health professions and the social sciences 
through the organization of campus semi- 
nars, workshops, and newsletter abstracts 
and other publications. 


SUMMARY 


Public health physicians have at hand 
in their own communities on a manage- 
able scale the problems of human and 
community relations which are today 
harassing the world. At the same time 
social scientists in increasing numbers 
are at hand, on neighboring university 
campuses, in business enterprises, and in 
departments of government. Thus the 
tradition of team work in public health 
need not be stretched far in an effort to 
delve thoughtfully and deeply into these 
problems. The answers found will be a 
part of the storehouse of knowledge and 
concept that must lead through these trou- 
bled times into a more orderly future. 
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TEXTBOOK OF PATHOLOGY with Clini- 
cal Applications. By Stanley L. Robbins, M.D., 
Associate Professor of Pathology, Boston Uni- 
versity School of Medicine; Associate Director 
of the Mallory Institute of Pathology, Boston; 
Lecturer, Harvard Medical School and Tufts 
University School of Medicine. Cloth. Pp. 1351, 
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with illustrations. Price $18.00. W. B. Saun- 
ders Company, West Washington Square, Phila- 
delphia 5, 1957. 


MARTIUS’ GYNECOLOGICAL OPERA. 
TIONS with Emphasis on Topographic Anat- 
omy. Translated and Edited by Milton L. Mc- 
Call, M.D., F.A.C.S., Professor and Head, 
Department of Obstetrics and Gynecology, 
Louisiana State University School of Medicine, 


New Orleans; Obstetrician and Gynecologist in. 


Chief, L.S.U. Unit, Charity Hospital of Louisi- 
ana at New Orleans; and Karl A. Bolten, 
M.D., Formerly Instructor, Department of Ob- 
stetrics and Gynecology, Louisiana State Uni- 
versity School of Medicine, New Orleans, and 
Scientist, L.S.U. Unit, Charity Hospital of 
Louisiana at New Orleans. Cloth. Pp. 405, with 
illustrations. Price $20.00. Little, Brown & Co., 
34 Beacon St., Boston 6, 1957. 


PERINATAL LOSS IN MODERN OB- 
STETRICS. By Robert E. L. Nesbitt, Jr., 


M.D., Professor of Obstetrics and Gynecology, 
Director of Education and Research in Obstet- 
rics and Gynecology, Chairman of Obstetrics, 
Albany Medical College, Union University, Al- 
bany, New York; Obstetrician-in-chief, and 
Attending Gynecologist, Albany Hospital, Al- 
bany, New York; Diplomate American Board 
of Obstetrics and Gynecology; Fellow, Amer- 
ican College of Obstetrics and Gynecology; 
Edited by Claude E. Heaton, M.D., Associate 
Professor of Obstetrics and Gynecology, New 
York University College of Medicine; Attend- 
ing in Obstetrics and Gynecology, Bellevue 
Hospital, New York; Associate Attending in 
Obstetrics and Gynecology, Lenox Hill Hospi- 
tal, New York; Attending in Obstetrics and 
Gynecology, and Director of Obstetrics, French 
Hospital, New York; Diplomate American 
Board of Obstetrics and Gynecology; Fellow, 
American College of Obstetrics and Gynecology. 
Cloth. Pp. 432, with illustrations. Price $12.50. 
F. A. Davis Company, 1914-16 Cherry Street, 
Philadelphia 3, 1957. 


A TEXTBOOK OF HISTOLOGY. By Alex- 
ander A. Maximow, Late Professor of Anatomy, 
University of Chicago; and William Bloom, 
Professor of Anatomy, University of Chicago. 
Ed. 7. Cloth. Pp. 628, with illustrations. Price 
$11.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1957. 


CLINICAL TOXICOLOGY OF CQMMER- 
CIAL PRODUCTS. Acute Poisoning (Home 
& Farm). By Marion N. Gleason, Research As- 
sistant in Pharmacology, School of Medicine 
and Dentistry, The University of Rochester, 
Rochester, New York; Robert E. Gosselin, 
M.D., Ph.D., Professor of Pharmacology, Dart- 
mouth Medical School, Hanover, New Hamp- 
shire; Harold C. Hodge, Ph.D., D.Sc., Profes- 
sor of Pharmacology and Toxicology, School of 
Medicine and Dentistry, The University of 
Rochester, Rochester, New York. Cloth. Pp. 
1160, with illustrations. Price $16.00. The Wil- 
liams & Wilkins Company, Mt. Royal and 
Guilford Avenues, Baltimore 2, 1957. 


ALCOHOLISM. A Treatment Guide For 
General Practitioners. By Donald W. Hewitt, 
M.D. Ed. 1. Cloth. Pp. 112. Price $3.00. Lea 
& Febiger, Washington Square, Philadelphia 
6, 1957. 


ESSENTIALS OF CLINICAL PROCTOL- 
OGY. By Manuel G. Spiesman, M.D., B.S., 
L.L.D., F.1.C.P., Associate Professor of Proc- 
tology, Chicago Medical School; Chief of Proc- 
tology, Mt. Sinai Hospital Rectal Clinics; Chief 
of Proctology, Edgewater Hospital; Former 
Head of the Cook County Hospital Rectal 
Clinic; and Louis Malow, M.D., B.S., F.A.C.S., 
Associate in Surgery, Chicago Medical School; 
Proctologist, Grant Hospital; Attending Staff 
Surgery, Edgewater Hospital; Rectal Clinic, 
Mt. Sinai Hospital; Diplomate, American Board 
of Surgery. Ed. 3. Cloth. Pp. 316, with illustra- 
tions. Price $8.75. Grune & Stratton, 381 Fourth 
Avenue, New York 16, 1957. 


CLINICAL PATHOLOGY IN GENERAL 
PRACTICE. Specially Commissioned Articles 
from the British Medical Journal. Cloth. Pp. 
321, with illustrations. Price $5.00. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1957. 


LOCAL ANESTHESIA AND PAIN CON- 
TROL IN DENTAL PRACTICE. By Leonard 
M. Monheim, B.S., M.S., D.D.S., Professor 
and Head of Department of Anesthesia, Uni- 
versity of Pittsburgh School of Dentistry; As- 
sistant Professor, Department of Surgery (Anes- 
thesia), University of Pittsburgh School of 
Medicine; Professor Graduate School (Den- 
tistry), University of Pittsburgh; Associate Di- 
rector, Department of Anesthesia, Presbyterian 
and Woman’s Hospitals; Co-director, Depart- 
ment of Anesthesia, Passavant Hospital; Assist- 
ant to the Director, Department of Anesthesia, 
Eye and Ear Hospital, Pittsburgh, Pa., and 
contributors. Cloth. Pp. 299, with illustrations. 
Price $8.75. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1957. 


UROLOGIC INJURIES IN GYNECOLOGY 
including Vesicovaginal Fistula, Stress Incon- 
tinence and Ureteral Injuries. By Henry C. 
Falk, M.D., F.A.C.S., Clinical Professor of 
Gynecology and Obstetrics, New York Univer- 
sity, Graduate School, 1931-1954; Director of 
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Gynecology, French Hospital, New York; Di- 
rector of Gynecology and Obstetrics, Beth Is- 
rael Hospital, New York; Consultant Gynecol- 
ogist, Rockaway Beach Hospital, New York; 
Consultant Gynecologist, Harlem Hospital, New 
York; Consultant Gynecologist, Barnert Hospi- 
tal, Paterson, N.J.; Diplomate of American 
Board of Obstetrics and Gynecology; Fellow of 
American College of Obstetrics and Gynecol- 
ogy; Edited by Claude E. Heaton, M.D., Asso- 
ciate Professor of Obstetrics and Gynecology, 
New York University College of Medicine; At- 
tending in Obstetrics and Gynecology, Bellevue 
Hospital, New York; Associate Attending in 
Obstetrics and Gynecology, Lenox Hill Hospi- 
tal, New York; Attending in Obstetrics and 
Gynecology, and Director of Obstetrics, French 
Hospital, New York; Attending in Obstetrics 
and Gynecology, University Hospital, New 
York; Diplomate American Board of Obstetrics 
and Gynecology; Fellow, American College of 
Obstetrics and Gynecology. Cloth. Pp. 265, with 
illustrations. Price $7.50. F. A. Davis Com- 
pany, 1914-16 Cherry Street, Philadelphia 3, 
1957. 


DIAGNOSIS AND TREATMENT OF CAR- 
DIOVASCULAR DISEASE. Parts I and II. 
Edited by William D. Stroud, M.D., F.A.C.P., 
Professor of Cardiology, University of Pennsyl- 
vania Graduate School of Medicine and Mor- 
ris W. Stroud, III, M.D., Associate Professor 
of Medicine, Western Reserve University and 
contributors. Cloth. Pp. 1702, with illustrations. 
Price. $35.00. F. A. Davis Company, 1914-16 
Cherry Street, Philadelphia 3, 1957. 


PRACTICAL GYNECOLOGY. By Walter 
J. Reich, M.D., F.A.C.S., F.L.C.S., Attending 
Gynecologist and Section Chief, Fantus Ciinics 
of the Cook County Hospital; Attending Gyne- 
cologist, Cook County Hospital; Professor of 
Gynecology, Cook County Graduate School of 
Medicine; Assistant Professor of Obstetrics and 
Gynecology, Chicago Medical School; Attending 
Gynecologist, and Obstetrician and Former 
Chairman of the Department, Grant Hospital; 
Consulting Gynecologist, Oak Forest Infirmary, 
Oak Forest Tuberculosis Hospital, Hazelcrest 
General Hospital, Fox River Tuberculosis Sani- 
torium, Geneva Community Hospital; and Mitch- 
ell J. Nechtow, M.D., F.A.C.S., F.I.C.S., Asso- 
ciate Attending Gynecologist, Cook County Hos- 
pital and Fantus Gynecologic Clinic; Associate 
Professor of Gynecology and Obstetrics, Chi- 
cago Medical School; Associate Professor of 
Gynecology, Cook County Graduate School of 
Medicine; Attending Gynecologist, Northwest 
Hospital; Chief of Gynecology and Obstetrics, 
Norwegian-American Hospital. Ed. 2. Cloth. 
Pp. 648, with illustrations. Price $12.50. J. B. 
Lippincott Company, E. Washington Square, 
Philadelphia 5, 1957. 


CALDERWOOD’S ORTHOPEDIC NURS- 
ING. Revised by Carroll B. Larson, M.D., 
F.A.C.S., Professor of Orthopedic Surgery and 
Chairman of Department of Orthopedic Sur- 
gery, State University of Iowa; Marjorie Gould, 
R.N., B.S., M.S., Supervisor of Orthopedic 
Nursing, State University of Iowa; formerly 
Instructor, Advanced Orthopedic Nursing, Bos- 
ton University. Ed. 4. Cloth. Pp. 701, with 
illustrations. Price $5.75. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 
3, 1957. 


THE TREATMENT OF BURNS. By Cur- 
tis P. Artz, M.D., F.A.C.S., Lt.Col., MC, USA 
(Ret.) formerly, Director, Surgical Research 
Unit, Brooke Army Medical Center, Fort Sam 
Houston, Texas; presently, Associate Profes- 
sor of Surgery, University of Mississippi Med- 
ical Center, Jackson, Mississippi; aud Eric 
Reiss, M.D., American Cancer Society Scholar 
and Instructor in Medicine, Washington Uni- 
versity School of Medicine, St. Lonis, Missouri. 
Cloth. Pp. 250, with illustrations. Price $7.50. 
W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


PIONEER SURGEONS OF THE WOM- 
AN’S HOSPITAL. The Lives of Sims, Em- 
met, Peaslee, and Thomas. By James Pratt 
Marr, M.D. Cloth. Pp. 148, with illustrations. 
Price $5.50. F. A. Davis Company, 1914-16 
Cherry Street, Philadelphia 3, 1957. 


RYPINS’ MEDICAL LICENSURE EXAM- 


INATIONS. Topical Summaries and Questions. 
Edited by Walter L. Bierring, M.D., M.A.C.P., 
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TREATMENT OF ARTHRITIS AND 
RHEUMATISM IN GENERAL PRACTICE, 
Particularly in Women; A Different Approach 
to the Problem. By Bernard Aschner, M.D., 
Chief of the Out-Patient Department for Arth- 
ritis at the Stuyvesant Polyclinic, New York 


City. Cloth. Pp. 340. Price $8.00. Midwest 
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A QUICK GUIDE TO BETTER VISION, 
How to Have Good Eyesight Without Glasses. 
By Margaret Darst Corbett. Paper. Pp. 114. 
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York, 1957. 


VEGETABLE OILS IN NUTRITION. By 
Dorothy M. Rathmann, Ph.D., Multiple Fellow- 
ship of Corn Products Refining Company, Mel- 
lon Institute, Pittsburgh 13. Cloth. Pp. 70, 
with illustrations. Corn Products Refining Com- 
pany, 17 Battery Place, New York 4, 1957. 


DIE SPONDYLITIS TUBERCULOSA UND 
IHRE OPERATIVE BEHANDLUNG. By Dr. 
med. J. Kastert, Arztl. Direktor des Sanatori- 
ums Sonnenwende Bad Durkheim/Pfalz; Cloth. 
Pp. 187, with illustrations. HIPPOKRATES- 
VERLAG GMBH, Morikestrabe 17, Stuttgart 
1, Germany, 1957. 
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with a negative urine 


sensitive 
reacts immediately with clinically significant albuminuria 


convenient, timesaving 

firm, easy-to-handle strip with reactive tip...no waiting...no equipment... 

no heating...completely disposable 

available: ALBUSTIX Reagent Strips—Bottles of 120. 

ALBUTEST employs the same chemical 

. ALBUTEST° principle as ALBUSTIX—colorimetric test | 

for proteinuria. A color guide provides 
BRAND points of reference for interpreting results. 
Reagent Tablets  8ottles of 100 and 500 reagent tablets. . 


AMES COMPANY, INC « ELKHART, innianay Ames Company of Canada, Ltd., Toronto 
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SALICYLATE* 


(Brand of carbazochrome salicylate) 


The reports of numerous investigators have established the effectiveness of 
Adrenosem Salicylate in the control of bleeding. It has been used prophylactically 
and therapeutically in virtually every operative procedure. Following are some of the 
procedures and conditions where its usefulness has been demonstrated: | 


ALSO: 


Tonsillectomy, adenoidectomy and nasopharynx surgery 
Idiopathic purpura 


Prostatic, bladder and transurethral surgery Epistaxis 
Excessive postpartum bleeding and uterine bleeding oh nga 

Hemoptysis 
Thoracic surgery Familial telangiectasia 


Plastic surgery Pulmonary bleeding 
Metrorrhagia and 


Gastrointestinal bleeding menorrhagia 


*U.S. Pat, 2581850; 2506294 


S. E. MASSENGILL 
Bristol, Tennessee 
New You Kansas City San 


_ effective in virtually every operative procedure 
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One of the many uses of 
SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. 

One clinician states: “At the recommended dosage levels 
there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.” 


Adrenosem Salicylate is supplied in 


Ampuls 
Tablets 
and as a Syrup 


1. Riddle, A.C., Jr.: Adrenosem 


Vaginal hysterectomy. 
Without Adrenosem. Note bloody field. 


Vaginal hysterectomy. 
With Adrenosem. Note dry field. 


Salicylate: A Systemie Hemostat, 
Oral Surg., Oral Med., Oral Path. 
6:617 (June, 1966). 
THES. WASSENGILL COMPANY 


New Books of Great 
Practical Value to the 


Osteopathic Physician... 


ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years’ 
clinical use. 


Soothes the central nervous system. 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 


Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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HANDBOOK OF 
DIFFERENTIAL DIAGNOSIS 


By Harold Thomas Hyman, M.D. 


New 2nd Edition completely revised with cross- 
references to more than 1200 analyses on differen- 
tial diagnosis. Over 3200 entries indexed and cate- 
gorized for quick, easy reference. A book unique 
in its organization of material, thoroughly up to 
date, and of great practical value for consultation 
in daily practice. 


801 PAGES . OVER 3,200 ENTRIES . 2nd 
EDITION . 1957 . $8.00 


PROCEEDINGS OF THE 
THIRD NATIONAL 
CANCER CONFERENCE, 1956 


The American Cancer Society and 

The National Cancer Institute 

A generously illustrated one-volume collection of 
the most valuable reference information on cur- 
rent methods in cancer management. A vital pres- 
entation of new ideas and procedures that help to 
coordinate the work of clinician, laboratory man 
and administrator. 


961 PAGES . 402 FIGURES . 354 TABLES . 
NEW 1957 . $9.90 


PRACTICAL GYNECOLOGY 


By Walter J. Reich, M.D., F.A.CS., F.I.C.S. 
and Mitchell J. Nechtow, M.D., F.A.CS., F.1.C.S. 


The new 2nd Edition of a practical, common 
sense book designed for office use which places 
the diagnosis and the treatment of female dis- 
orders within the framework of medicine as a 
whole. In its entirety the book reflects real clin- 
ical experience and will repay the reader many 
times over. 


648 PAGES . 232 FIGURES, 17 IN COLOR. 
2nd Edition . 1957 . $12.50 


J. B. LIPPINCOTT COMPANY, 


East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Ave., Montreal 6, P.Q. 


Please enter my order and send me: 
0 HANDBOOK OF DIFFERENTIAL 
DIAGNOSIS $ 8. 
(1 PROCEEDINGS OF THE THIRD 
CANCER CONFERENCE, 1956 ~.......... 
0 PRACTICAL 


O Convenient Monthly Payments 
O Payment Enclosed JAOA-7-57 
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Give your patient that extra lift with “Beminal” Forte 817 
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Changes of address and 


new locations 


Ambrosecchia, Dominick, from Pomona, Calif., to 436 Irwin- 
dale Ave., West Covina, Calif. 

Andenno, A. Joseph, from Chicago, II1., to 9133 LaCrosse Ave., 
Skokie, 

Andrews, Otho V., from South Bend, Ind., to 315 W. Third 
St., Mishawaka, Ind. 

Bania, Andrew J., from Milton, Mass., to 81 Chestnut St., 
Saugus, Mass. 

Barnes, Frank Allen, from 903 Padre Drive, to 2708 Walnut 
Grove, South San Gabriel, Calif. 

Bauman, Ernest O., from 943 E. South Temple St., to 463 S. 
Seventh East, Salt Lake City 2, Utah 

Bergmann, Ernest F. Jr., from 1845 S. El Dorado St., to 2851 
E. Main St., Stockton 5, Calif. 

Bok, Frank J., CCO 56; 9285 Otsego, Detroit 4, Mich. 

Boyd, Gail D., from 926 E. 11th St., to 2501 Gillham Road, 
Kansas City 8, Mo. 

Braunschweig, Emil, from San Diego, Calif., to 555 Brockton 
St., El Cajon, Calif. 

Calise, Salvatore J., from Highway 9, Rural Station, to Route 
2, Box 326, Corpus Christi, Texas 

Caplitz, Israel W., from Kansas City, Mo., to Flint Osteopathic 
Hospital, Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Chapman, John E., from Blissfield, Mich., to Mount Clemens 
General Hospital, 1000 Harrington Blvd., Mount Clemens, 
Mich. 

Classen, Theodore F., from Cleveland, Ohio, to Brentwood 
Hospital, 4110 Warrensville Center Road, Warrensville 
Heights, Ohio 

Cofeld, Edgar R., from 1721 Main St.; to 515 Linwood Ave., 
Buffalo 21, N. Y. 

Craver, Lloyd C., from 217 Gregory Ave., to 267 Paulison Ave., 
Passaic, N. J. 

Dannin, Frederick S., from 51 Touro St., to 146 Kay St., New- 
port, R. I. 

Dean, O. Howard, Jr., from 18675 E. Ten Mile Road, to 28350 
Gratiot Ave., Roseville, Mich. 

Dole, Emily C., from 3666 Arlington Ave., to 1957 Arroyo 
Drive, Riverside, Calif. 

Dott, Harper L., Jr., from 529 E. Rosecrans Ave., to 601 E. 
Rosecrans Ave., Compton, Calif. 

Dozier, Thomas C., from Wayne, Mich., to 8741 W. Chicago, 
Detroit 4, Mich. 

Elliot, Raymond A., from 100 W. Taylor St., to 107 E. Taylor 
St., Hobbs, N. Mex. 

Elliott, Kenneth A., from Hermiston, Ore., to 315 Lafayette 
Bldg., Waterloo, Iowa 

Fanning, John R., from Roseville, Mich., to 2423 E. Admiral 
Place, Tulsa 4, Okla. 

Farber, M. Howard, from 319 S. Vermont Ave., to 4849 Santa 
Monica Blvd., Los Angeles 29, Calif. 

Farley, Thomas J., from 500 Roosevelt Ave., to 510 W. Market 
St. York, Pa. 

Farrell, Leslie E., from 430 Pacific Ave., S. E., to 112 Eighth 
St. N. W., Albuquerque, N. Mex. 

Ferris, Ronald, from South Gate, Calif., to 14567 E. Telegraph 
Road, Whittier, Calif. 

Friedman, E. Milton, from Philadelphia, Pa., to 1022 W. 
Browning Lane, Bellmawr, N. J. 

Garcia, Jose J., from Los Angeles, Calif., to 44847 N. Tenth 
St., W., Lancaster, Calif. 

Gelfand, A. J., from 4488 Whittier Blvd., to 4477 Whittier 
Blvd., Los Angeles 22, Calif. 

Goldberg, Jerry, from New York, N. Y., to 80 E. 52nd St., 
Brooklyn 3, N. Y. 

Goldin, Cyrus I., from 11128 E. Whittier Blvd., to 12806 E. 
Whittier Blvd., Whittier, Calif. 

Goldner, J. Henry, Jr., from 15140 Prairie Ave. to 15130 
Prairie Ave., Hawthorne, Calif. 


Vor. 56, Juty 1957 


When high vitamin B and C levels 
are required give your patient 
that extra lift with “Beminal” Forte. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Br) 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide ...... 75.0 mg. 
Pyridoxine HCl (Bz) 3.0 mg. 
Calc. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) ooo 150.0 mg. 
Vitamin with intrinsic factor 

concentrate... 1/9 U.S.P. Unit 
Improved formula 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 5 


81 


| 
| 
| 
| | | 
| 
| 
| | 
| 
| 
i 
| 
rorce 
} 
VITAMIN C | 
| 
| 
| 
it 


Goncharoff, Bernard, from Seahurst, Wash., to 330 Times 
Square, Seattle 1, Wash. 

Goodfellow, Walter V., from Lancaster, Calif., to 2663 Tallant 
Road, Santa Barbara, Calif. 

Goyette, Robert E., from Redondo Beach, Calif., to 39 Eastfield 
Drive, Rolling Hills, Calif. 

Hain, Grace E., from Berkeley, Calif., to 6065 Chabot Road, 
Oakland 18, Calif. 

Harman, Donald J., from Los Angeles, Calif., to 14567 E. Tele- 
graph Road, Whittier, Calif. 

Hendrickson, Donald W., from Brazil, Ind., to 75 W. Third 
Ave., Columbus 1, Ohio (Released from Service) 

Herdeg, H. Brian, from Burbank, Calif., to 22704 Ventura 
Blvd., Woodland Hills, Calif. 

Hofkin, Harold H., from 11501 Atlantic Ave., to 3301 Beech- 
wood Ave., Lynwood, Calif. 

Huddle, L. Gale, Jr., from Ferndale, Mich., to 1735 S. Main 
St., Pleasant Ridge, Mich. 

Huddle, Luther G., from Ferndale, Mich., to 1735 S. Main St., 
Pleasant Ridge, Mich. 

Hunt, Robert M., from 1600 N. E. Second St., to 44 N. E. 
First St., Pompano Beach, Fla. 

Jennings, Merle, from 744 W. Ninth St., to 3507 E. Admiral 
Blvd., Tulsa 4, Okla. 

Jibben, Robert Ellis, from 14 N. Walnut St., to Jibben Clinic, 
19 N. Walnut St., Dexter, Mo. 

Jones, J. Bartley, from Stafford, Texas, to 6825 Edgemoor 
Drive, Bellaire, Texas 

Jones, Seaborn E., from Dallas, Texas, to 112 S. Walnut St., 
Dexter, Mo. 

Jordan, Frederick A., from 226 W. Yucaipa Blvd., Box 41, to 
34828 Yucaipa Blvd., Yucaipa, Calif. 

Jurgenson, G. Earl, from Box 54, to Box 95, Meservey, Iowa 

Kaye, Stanley B., from 4244 Livernois Ave., to 150 W. Euclid 
Ave., Detroit 2, Mich. 

Keyes, Lida G., from Newhall, Calif., to 416B Fischer St., 
Glendale 5, Calif. 

Kratz, Charles G., from Chicago, IIl., to 452 W. 144th St., 
Riverdale 27, Ill. 

Kunkle, Joan B., from Pennsburg, Pa., to Art Centre Hospital, 
5435 Woodward Ave., Detroit 2, Mich. 

Liewellyn, Harold W., from 501 American Trust Bldg., to 89 
Bonnie Lane, Berkeley 8, Calif. 

Long, William D., from 3723 Wilshire Blvd., to 415 N. Larch- 
mont Ave., Los Angeles 4, Calif. 

Mahoney, Glen Clifton, from Lomita, Calif., to 18513 S. Ava- 
lon, Gardena, Calif. 

Manchan, I. Bruce, from 130 N. Pass Ave., to 2014 N. Parish 
Place, Burbank, Calif. 

Martin, Harry R., from 616 S. Main St., to 815 S. Denver 
Ave., Tulsa 5, Okla. 

McCarthy, Jeanne E., from Racine, Wis., to Professional Bldg., 
Sturtevant, Wis. 

McDaniel, T. C., from 263 Maple Heights, to 108 N. Main, 
New Lexington, Ohio 

McQuiston, Robert E., from River Rouge, Mich., to 4006 W. 
Jefferson Ave., Ecorse 29, Mich. 

McRae, Ralph I., from 6621 Snider Plaza, to 6243 La Vista, 
Dallas 14, Texas 

Miller, Donald Warren, from Fresno, Calif., to 8669 Main St., 
San Joaquin, Calif. 

Mohammed, Harry, from Battle Creek, Mich., to 1202 E. 
Michigan Ave., Jackson, Mich. 

Montague, Robert V., from 304 S. Grand, to Montague Clinic, 
328 Commerce Bldg., Okmulgee, Okla. 

Mooney, W. T., from Hollywood, Fla., to 7330 N. Miami Ave. 
Miami 50, Fla. 

Moore, Roy R., from 110A Hensley Drive, to 118 Hensley 
Drive, Grand Prairie, Texas 

Moscal, Anthony W., from Des Moines, Iowa, to 4020 W 
Florissant St., St. Louis 7, Mo. ; 

Moss, Stanley R., from Hollywood, Calif., to 1014 Donna Beth 

ylar, 1 R., from /. Young St. 5 2 

St., Tulsa 12, Okla. a 

Nelson, E. Stanley, from 915 Fifth Ave., to 720-22 Sixth Ave., 
Des Moines 9, Iowa 

(Continued on page 88) 


comprehensive physiologic supplement 


each Kapseal contains: 
VITAMINS 
Vitamin A 1,667 Units (0.5 mg.) 
Vitamin 8, mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Ba 0.67 mg. 
Vitamin Bs 0.5 mg. 
Vitamin B,2 with intrinsic 

factor concentrate 0.033 USP Unit (oral) 
Folic acid : 0.1 mg. 
Choline bitartrate 6.67 mgs 
Pantothenic acid 

{as the sodium sait) 5 mg. 
MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
lodine (as potassium lodide) 0.05 mg. 
Caicium carbonate 66.7 mg. 

. DIGESTIVE ENZYMES 

Taka-Diastase®. 20 mg. 
Pancreatin 133.3 mg. 


PROTEIN IMPROVEMENT FACTORS 


|-Lysine monohydrochioride 66.7 mg. 
di-Methionine 16.7 mg. 
GONADAL HORMONES 

Methy! testosterone : 1.67 mg. 
Theelin 0.167 mg. 
DOSAGE: 


One Kapseal three times daily before meais. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 


PACKAGING: 
ELDEC Kapseais are available in bottles of 100. 
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“...prevention, protection, preserva- 
tion, and the improvement of health 
...are the principles which if applied 
prior to advancing age will make that 
period healthier and happier.”’* 


mineral-vitamin-hormone supplement 


prophylaxis for concomitants of aging Pan 
to promote good health and vitality later 


« vitamins and minerals 
to help maintain cellular function 


« enzymes to aid digestion 
« amino acids to help maintain nitrogen balance 
« steroids to stimulate metabolism 


*Stare, F. J.: Nutritional Problems of Advancing Age, 
Bull. New York Acad. Med. 32:284, 1956. 
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For indigestion 
SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


tablets 


Fortified digestive enzymes 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contcins: 


In sugar-coated outer layer Homatropine Methylbromide.................... 2.5 mg. 
130.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 
In enteric-coated inner core Pancreatin (4 X U.S.P.)...............--200000- 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 


DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 


IDEAL FOLDING TABLE 


Well constructed, strong. 
Will not tip or shake. 


Easy to open and close. 


Length 69”. Width 22”. FOR 

Height 2714”. Weight 40 Ibs. HOME 

Walnut finish. AND 
OFFICE 


Simulated leather covering 
Heavy standard padding. 
(Shipping weight 35 to 37 lbs.) 


Price $42.50 


(Paratex and felt) 2” Paratex padding $12.50 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 
212 E. Ohio St. Chicago 11, Illinois 


Journat A.O.A. 
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In Constipation... 
TREAT THE COLON KINDLY 


Promote Favorable 


Intestinal FLO RA 


Borcherdt’s 


STATEMENTS 
¢ APPOINTMENT and | 
¢ Promotes growth and activity of favorable aciduric bac- PROFESSIONAL CARDS ' 


teria in the colon ; Accurate, clean-cut letterpress 
¢ Softens hard, dry stools for easy passage work on highest quality materials. 
¢ Provides gentle stimulus to peristalsis, and helps restore Satisfaction guaranteed. 


normal bowel function 
In addition, Malt Soup Extract gives the nutritive, tonic (CATT 194 PUBLISHING CO. 


effect of choice barley malt extract—a gentle “lift” for 2 iversity Champaign 
thin, under-par patients of all ages. cae Ave., yl. 


TION INFANTS: 1 or 2 Tbs. in the day’s formula pro- 
duce a change in the stool. 


CHILDREN or 2 Tbs. 
bedtime, le 


ADULTS: Ths. A. M, 2 until 
LIQUID coffee or milk. e Up-to-Date 


IQUE Specially non-diastatic malt extract 


NOW 2 FORMS LIQUID-in 8 oz. and pint jars. e Clinical 
POWDER-in 8 oz. and 16 oz. jars. 


POWDER 


Send i samples, 
literatu e and 
published references 


e Practical 
BORCHERDT COMPANY - 217N. Wolcott Ave., Chicago 12, Ill 


In Canada: Chemo-Drug Company, Ltd., Toronto e Authoritative 


See front cover of this 


FOR OLDER PATIENTS... Journal for more details. 


Urolitia can beigiven W. B. Saunders Company 


without West Washington Square 
fastness . Philadelphia 5, Pa. 


Please send me New Mayo Clinic 
Volume 48. $12.50. 


Cobbe Div., BORCHERDT MALT EXTRACT 


217, N. Wolcott Ave., Chicago 12, !!! 
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rarely sensitizes 


Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


proved in clinical practice for 
dermatologic and ophthalmic infections 


w “We have had excellent therapeutic success and an ex- 
tremely low incidence of sensitization with its use.”! 


@ “...extremely valuable in cleaning up residual infection 
and stimulating granulation in all types of gangrenous 
ulcers.”” 


w “Results are generally quick and excellent, especially in 
primary diseases. In secondarily infected dermatitis, the 
antibiotic clears the infection, but it obviously does not 
cure primary conditions such as acne or eczema.”* 


Available sizes: Tubes of % oz. with applicator tip, % oz. with ophthalmic tip, and 1 oz. 


‘NEOSPORIN'..... ANTIBIOTIC OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 


Bottles of 10 cc. with sterile dropper 


References: 


1. McCarthy, John T., and Nelson, Car! T.: Pediatric Clinics of North America, 
Philadelphia, W. B. Saunders & Co., August 1956, p. 514. 


2. Samuels, Saul S.: Angiology 7:532 (Dec.) 1956. 
3. Panaccio, Victor: Canad. M. A.J. 75:592 (Oct.) 1956. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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CIBA 


SUMMIT, N. Jd. 


Serpasil is one of the safest, 
least toxic and most effective agents 
in general practice. Side effects, 

‘ usually mild, are characteristic 
of all rauwolfia preparations. 
They may, however, be less troublesome 
than those caused by the whole 
rauwolfia root, which contains 
unevaluated constituents as well 
as reserpine. Complete information 
furnished on request. 


Serpasil® (reserpine CIBA) 
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Newfield, Lee J., from 127 S. Bowling Green Way, to 12504 
W. Washington Blvd., Los Angeles 66, Calif. 

Nichols, Arthur E., from 1001 Joliet St., to 901 Joliet St., 
Aurora 8, Colo. 

Norris, Paul G., from Lynn, Mass., to 212 Ocean St., East 
Lynn, Mass. 

Novinsky, Herman, from Inglewood, Calif., to 19317 Vanowen 
St., Reseda, Calif. 

O'Keeffe, Patrick W., from Denver, Colo., to 7575 W. 14th 
Ave., Lakewood 15, Colo. 

Parisi, J. Vincent, from San Francisco, Calif., to T. W. Pat- 
terson Blvd., Fresno 21, Calif. 

Perkins, Henry J., from 17038 Bellflower Blvd., to 9440 E. 
Flower Ave., Bellflower, Calif. 

Peterson, C. Gordon, from Albany, Ore., to 502 Loyalty Bldg., 
Portland 4, Ore. 

Petri, Harry J., Jr., from 5 Deering St., to Osteopathic Hospi- 
tal of Maine, 335 Brighton Ave., Portland 4, Maine 

Price, Abraham Leonard, from 2550 E. Allegheny Ave., to 2351 
E. Allegheny Ave., Philadelphia 34, Pa. 

Randall, Edward J., from Mechanicsburg, Pa., to Delaware 
Valley Hospital, Wilson Ave. & Pond St., Bristol, Pa. 
Randazzo, Michael R., from Allen Park, Mich., to 4075 W. 

Maple Road, Bloomfield Hills, Mich. 

Robinson, John A., from 3011A Independence Ave., to 505 E. 
85th St., Kansas City 10, Mo. 

Rogers, Burr McKone, Jr., from 1922 Division Ave., S., to 2479 
28th St., S. W., Grand Rapids 8, Mich. 

Rose, Lester G., from North Sacramento, Calif., to 3938 Spen- 
cer Way, Sacramento 21, Calif. 

Salim, Donald S., from 375% N. Gratiot Ave., to Mount Clem- 
ens General Hospital, 1000 Harrington Blvd., Mount Clem- 
ens, Mich. 

Savioni, A. J., COPS ’55; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. 
Schroeder, Irwin L., from 3402 Fourth Ave., to 4410 30th St., 

San Diego 16, Calif. 


Sciaroni, Lloyd G., from Fresno, Calif., to 8669 Main St., San 
Joaquin, Calif. 

Scott, Thomas C., from Clinton & Fifth Sts., to Box 295, Dela- 
ware City, Del. 

Seibert, Ormond de F., from Riverhead, N. Y., to Basket Neck 
Lane, Remsenburg, N. Y. 

Sekola, William J., from Cleveland, Ohio, to 2329 Grandview 
Ave., Cleveland Heights 6, Ohio 

Serbin, Harold, from 236 New Jersey Ave., to 71 Bergen St., 
Brooklyn 1, N. Y. 

Shackelford, E. U., from 718 N. Seventh St., to 80134 Francis 
St., St. Joseph 7, Mo. 

Siefkes, Paul D., from Waynesville, Mo., to 420 Stadium Road, 
Port Arthur, Texas. 

Silver, Allan Jay, from North Hollywood, Calif., to Reseda 
Medical Center, 6853 Reseda Blvd., Reseda, Calif. 

Simmons, Harry I., from Detroit, Mich., to 1109 Sells Ave., 
W., Columbus 8, Ohio 

Smock, Anna M., from 1115 Grand Ave., to 3925 Manheim 
Road, Kansas City 10, Mo. 

Springer, James D., from Lutesville, Mo., to Box 36, Galvin, 
Wash. 

Stirling, Marie H. Strakis, from Route 7, Box 810, to 3725 S. 
State Road 67, Indianapolis 41, Ind. 

Strefling, Michael R., Jr., from Centuria, Wis., to 402 Park 
Ave., Marshfield, Wis. 

Suffin, Gustave D., from Box 397, H. G. Sta. to 21418 S. 
Norwalk Blvd., Artesia, Calif. 

Swanson, H. G., from 116 W. 47th St., to 5042 Brookside Blvd., 
Kansas City 12, Mo. 

Templeman, Herbert, from Route 1, Box 602, to 5142 Saviers 
Road, Oxnard, Calif. 

Tueckes, Augusta T., from 415 N. Larchmont Blvd., to 1420% 
N. Formosa Ave., Los Angeles 46, Calif. 

Vaughn, Helen M., from 416 Bryant Bldg., to 4711 Central St., 
Kansas City 12, Mo. 


two reasons 
for the 
growing use 
of Serpasil 
in everyday 
practice 


Serpasil can always 
be considered 


first in hypertension 


Alone, reduces blood pressure, slowly and 
safely, in about 70 per cent of mild to moderate 
cases.' As a “primer,” Serpasil can advanta- 
geously be used to begin therapy, however 
severe the case, to adjust the patient to the 
physiologic setting of lower pressure. As a 
“background” agent throughout other therapy, 
Serpasil permits lower dosage of more potent 
agents, thus minimizing side effects. Average 
Dose: two 0.25-mg. tablets daily for one week, 
then maintenance on 0.25 mg. or less daily. 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 
(Dec.) 1955. 


One of the safest, least toxic and most effective agents for 
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Webb, H. Murphy, from 7151 Lawndale Ave., to 6629 Airline 
Drive, Houston 9, Texas 

Weitzel, John, from Box 66, to Box 176, Harrison, Mich. 

Wiegand, Edward C., from 207 W. Washington Row, to Sta- 
dium Medical Center, 2211 Hayes Ave., Sandusky, Ohio 

Willard, Ralph L., from Kirksville, Mo., to 1013 Kahl Bldg., 
Davenport, Iowa 

Winter, Irving L., from Los Angeles, Calif., to 12806 E. Whit- 
tier Blvd., Whittier, Calif. 

Wolpmann, Joseph E., from 1405 Holland Ave., to 10334 
Palestine St., Houston 29, Texas 

Woodley, Loren G., from Emmaus, Pa., to Allentown Osteo- 
pathic Hospital, 1736 Hamilton St., Allentown, Pa. 

Young, Bleakley, from 961 Ecorse Road, to 311 Ecorse Road, 
Ypsilanti, Mich. 

Young, Morris H., from 19099 Westphalia, to 27312 W. Seven 
Mile Road, Detroit 19, Mich. 

Zauder, Gerard, from Pleasant Hill, Mo., to 4640 Troost Ave., 
Kansas City 10, Mo. 


IOWA 
Carleton, Louis H., (Renewal) Brooklyn 
Marston, George W., (Renewal) Schaller 
Harmon, William Howard, (Renewal) Waterloo Osteo- 
pathic Clinic, 800 E. Fourth St., Waterloo 


MAINE 
Meehan, Robert J., (Renewal) 223 Main St., Rockland 


MISSOURI 
Cavanaugh, John E., (Renewal) 314 Main St., Belton 
Welch, Paul L., (Renewal) Box 63, Creighton 
Button, Jennie Tripsin, Mineral Area Osteopathic Hospital, 
Route 1, Farmington 
Everett, James E., (Renewal) 3903 Central St., Kansas 
City 11 


NEVADA 
Shelksohn, O. W., (Renewal) Hotel Nevada Bldg., Box 
390, Ely 


OKLAHOMA 
Weir, F. B., (Renewal) 319 W. Market, Enid 
Attebery, Oliver Rue, (Renewal) Community Bldg., Ponca 


Applications = “tv 
PENNSYLVANIA 
for membership Flaherty, John J., (Renewal) 113 Bryn Mawr Ave., Bala 
Cynwyd 


CALIFORNIA 
Parsons, Ida M., (Renewal) 521 Hollingsworth Bldg., Los 
Angeles 14 


FLORIDA 
Guy, Jean E., (Renewal) 1553 Sunset Drive, Coral Gables 43 


GEORGIA 
Ludeman, Robert O., (Renewal) 215 Hamilton Ave., Bremen 


Mignone, Roland J., (Renewal) 8 Margin Road, Levittown 

Bond, Elizabeth M., (Renewal) 119 State St., Newton 

Hallinger, Robert E., (Renewal) 14 S. State St., Newton 

Richman, Sidney, (Renewal) 6763 Cottage St., Philadel- 
phia 35 


ENGLAND 
Evans, G. Irving, (Renewal) 12, Pearson Ave., Hull 
Puttick, R. W., (Renewal) 27, Park Crescent, London, W. 1 


Serpasil provides 
true emotional control 


Recommended for the many patients who are 
too nervous or agitated to be adequately calmed 
by sedatives or weaker tranquilizers. Serpasil 
actually sets up a “stress barrier” against 
anxiety and tension these patients would other- 
wise find intolerable. Average Dose: 0.1 mg. to 
0.5 mg. (two 0.25-mg. tablets) daily. 


Although it is a first choice in hypertension, 
Serpasil does not significantly lower blood 
pressure in normotensive patients. 


SUPPLIED: 
Tas.ets, 0.1 mg., 0.25 mg., 1 mg., 2 mg., and 4 mg. | 
Exixirs, 0.2 mg. and 1 mg. per 4-ml. teaspoon. 
ParENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


hypertension and emotional disorders Ser p) 


(reserpine CIBA) 
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athlete’s foo 


* fast relief from itchi 
.* prompt antimycotic 
continuing prophylax 


DESE 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 

At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 Ib. jars. 

During the DAY the Powder (zincundecate)—1%% oz. and 1 Ib. containers. 


After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 


In otomycosis Desenex solution or ointment 


Matte Write for free sample supply to Professional Service Department. x 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 2 


more reasons for the growing 


in tachycardia 

Serpasil slows the rapid heart 

By prolonging diastole and allowing more time for the myocar- 
dium to rest, Serpasil enhances blood flow and cardiac efficiency. 
R 0.1 mg. to 0.5 mg. (two 0.25-mg. tablets) daily. 


in alcoholism 
Serpasil relieves drink-inducing tension 


Long-term therapy with oral Serpasil helps the alcoholic “stay on 
the wagon,” makes him more amenable to counseling. Parenteral 
Serpasil generally controls delirium tremens within 24 hours. 

R Chronic phase: two 0.25-mg. tablets or less daily. Acute phase: 


two 2.5-mg. parenteral doses (1 ml. each) 3 or 4 hours apart. Occa- 
sionally, repeat injections may be necessary every 4 to 6 hours. 


in premenstrual tension 
Serpasil controls the “cyclic” change in personality 


In the many women who become irritable, easily fatigued and 
apprehensive as the menstrual period approaches, Serpasil exerts 
a calming effect which moderates their periodic change in per- 
sonality. 


R 0.25 mg. b.i.d., beginning 10 days before expected onset of menses. 
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Doctors used the AO Hb-Meter 
| 4 MILLION TIMES Last Year 


IT’S EASY TO USE 


Hemoglobin determinations in less 
than 3 minutes...place a drop of 
whole blood on chamber... hemolyze 
...insert chamber into 
instrument...read direct 
in grams or percentage! 
Results equal to labora- 
tory accuracy. 


American Optical Company 


INSTRUMENT DIVISION 
BUFFALO 15, NEW YORK 


use 


One of the safest, least toxic and most 
effective agents in everyday practice 


in hypertensive crises 
Serpasil saves lives 


Used alone or as background to more potent agents, parenteral 
Serpasil lowers acutely elevated blood pressure promptly and 
safely. 


2.5 mg. (1 ml.) intramuscularly. Repeat every 8 to 24 hours as 
necessary. 


in acute psychotic disturbances 
Serpasil permits discreet management 


Parenteral Serpasil subdues violently agitated psychotic patients, 
renders them amenable to “quiet” hospitalization. 


R 5 mg. intramuscularly followed, if necessary, by another 5-mg. 
intramuscular dose in 90 minutes. 


CIBA SERPASIL® (reserpine CIBA) 
SUMMIT, N. J. 
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“Safe and effective mainte- 


nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


¢ Safest—the only cardioactive 
—_ glycoside whose therapeutic dose 


VISUAL HEART CLINIC — ONE OF A SERIES is 14 its toxic dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION ¢ Moderate rate of elimination. 
Postero-anterior position 
Moderate left ventricular enlargement ‘ 
with prominence and calcification of ¢ Short latent period. 


aortic kncb. 
Taken from White Laboratories’ Technical Exhibit, e U niform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS—30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


GITALIGIN INJECTION—5 cc. ampuls contain- 
ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. 
Packages of 3 and 12 ampuls. 


*HARRIS, R., AND DEL GIACCO R.R.:AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. * Kenilworth, New Jersey 


Journat A.O.A. 
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WIDER 


Abbott Laboratories........................ 29, 44 
Aloe Co., A. S 50 
American Bakers 34 
American Felsol Co 38 
American Ferment Co., Inc...............-.-.-- 66 
American Optical Co. 91 
American Osteopathic Assn......... 50, 84 
Ames Co 14, 78 
Armour Laboratories 64 
Ascher Co., B. F 84 


Ayerst Laboratories....38, 67, 70, 80, 81 


Borcherdt Malt Extract Co................. 85 
Borden Company 69 
Breon & Co., George 4 
Bristol-Myers Co: Cover 2 


Burroughs Wellcome & Co., Inc.......86 


Camp Co., S. H 93 
Carnation Co. 53 
Cincago Pharmacal 65 


Ciba Pharmaceuticals 
87, 88-89, 90-91, Cover 4 


Colwell Publishing 85 
Cutter Laboratories 32 
Dartell Laboratories 73 
Davol Rubber Co 33 
Desitin Chemical Co 56 
Dietene Co. 75 
Dome Chemicals, Inc 59 
Drew Pharmacal Co 68 
Eaton Laboratories 58, 71 
Fleet, Inc., C. B 28 
Geigy Pharmaceuticals 23 
Glidden & Co., Otis E 38 
Hoffman-La Roche 8-9 
Knox Gelatine 41 
Lea & Febiger 50 
Lederle Laboratories 25 
Leeming & Co., Inc:, 
Lilly & Co., Eli 54 
Lippincott Co., J. B 79 
Lloyd Bros., Inc 10 


56, JuLyY 1957 


McNeil Laboratories, Inc...18, 21-22, 49 
Malbie Div., (Wallace & 


Massengill & Co., S. E. 
Insert Between 78 and 79 


Mead Johnson & Co..............--- 6, 46, 51, 

Insert Between 16 and 17 
Merck, Sharp & Dohme, Inc............... 36 
National Drug Co 7 
Organon, Inc. 72 
Parke, Davis & Co 82, 83 
Pet Milk Co 42 
Pfizer & Co., Charles................ 30-31, 39 
Picker X-Ray Co 1 
Pitman-Moore Co 45 
Professional Printing Co...........:........... 74 
Quaker Oats Co 24 
Riker Laboratories............ 11, 27, Cover 3 
Robins Co., A. H 57, 61 
Roréer, inc., Witham 63 
Roussel Corporation 37 
Sandoz Pharmaceutical Co................... 62 
Saunders Co., W. B................. 85, Cover 1 
Schering Corporation 3 
Schmid, Inc., Julius 20 
Sherman Laboratories. 77 
Shield Laboratories 47 
Smith, Kline & French............ 26, 60, 94 
Squibb & Co., E. R 16 
Tampax Incorporated 48 
Vitaminerals Inc. 52 
Wallace Laboratories ............................ 19 
Warner-C 5, 35, 40 
Warren-teed Products 43 
Welch-Allyn Inc 76 
White 12-13 
Winthrop Laboratories.................. 15, 92 
Wyeth Laboratories 17 


New Appliances to help 
solve old problems 
Easy-to-Apply, Stays in Place 


LYMPHEDEMA 
Arm Sleeve 


This surgical 
appliance pro- 
duces good re- 
sults in cases 
following radi- 

cal mastectomy. 
Completely adjustable and comfortable 
to wear, it is loosened and tightened 
with a lacer. Elastic band prevents 
sleeve from falling at shoulder... 
detachable mitten eases laundering. 
Made for right and left arms in two 
lengths which fit most cases. 
Special sizes will be made to order. 


ABDUCTION PILLOW 


For Treatment of Congenital 
Hip Dislocation 


Camp’s new ab- “~ 
duction pillow 
splint is used for 

treatment of 


congenital hip 
dislocation and 
acetabular dys- 
plasia at home 
by the progres- 
sive abduction 
method. The plastic, water-resistant 
pillow molds to the contours of the in- 
fant's legs and is held in a pocket by 
the soft grey Dorene cotton bib which 
serves as a romper jacket. Gripper 
snap fasteners permit ease in chang- 
ing and laundering. Includes one pil- 
low and two bibs. Sizes: Small 6”, 
Medium 9", Large 12”. 


Remember . . . CAMP authorized 
dealers have professional 
fitting services 


APPLIANCES 
JACKSON, MICHIGAN 


SUPPORTS 
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NEW 


capsules 


combine the advantages of 
an outstanding tranquilizer and a unique 


sustained release dosage form 


anxiety 
senile agitation 
For prompt, prolonged eh 
relief of mild and . 
derate mental and 
postalcoholic states 
emotional disturbances nail 
haracterized by— 
Y confusion 
restlessness 


Available: 10 mg. and 15 mg. ‘Compazine’ 
Spansule capsules 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
Patent Applied For. 


Journat A.O.A. 
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In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


Pentoxylon 


ach long-acting tablet provides the sustained coronary vaso- 
dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 
as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 0.5 mg. Rauwiloid® (alseroxylon). 


e Reduces incidence of attacks 
* Reduces severity of attacks 


* Reduces or abolishes need for 
fast-acting vasodilating drugs 


Reduces tachycardia 


¢ Reduces blood pressure in hyper- 
tensives, not in normotensives 


¢ Increases exercise tolerance 


¢ Produces demonstrable ECG 
improvement 
Dosage: One to two tablets * Exceptionally well tolerated 
q.id. before meals 
and on retiring. * Minimal side actions 


LOS ANGELES 
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PATIENTS SLEEP SOUNDLY with nor- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 
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(glutethimide CIBA) 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 


C I B A SUMMIT, N. J. 2/2376u8 
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